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CHILD HEALTH PROGRAMS AND PROPOSALS 



FRIDAY, OCTOBER 2, 1987 

U.S. Senate, 
Subcommittee on Health, 

Committee on Finance, 

Washington, DC 

The Subccaunittee met, pursuant to notice, at 10:05 cum. in 
Room SD 215, Dirksen Senate Office Building, the Honorable 
George J. Mitchell, Chairman, presiding. 

Present* Senators Mitchell, Bradley, Rockefeller, Chafee, and 
Durenberger. 

[The press release announcing the hearing, the prepared written 
statements of Senators Bradley, Rockefeller, Heinz, and Duren- 
burger and a background paper prepared by the Congressional Re- 
search Service follow:] 
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COMMITTEE Oil FINANCE 
United States Senate 
205 Dirk. en Bu-lding 



FOR IMMEDIATE RELEASE 
Septeaber 22, 1987 



PRESS RELEASE #H-61 



Washington, 0. Z, 20510 



FINANCE SUBCOMMITTEE ON HEALTH TO HOLD HS4RINC ON 
CHILD HEALTH PROGRAMS AND PROPOSALS 



Washington, D.C. — Senator George J. Mitchell, (D. , Maine), 
Chairaan of the Subcoaaittee on Health, announced Tuesday that 
the Subcoaaittee *ill hold a hearing on child health prograas and 
proposals that fall within the jurisdiction of the Finance 
Coaaittea, including the Medicaid prograa and the Maternal and 
Child Health Block Grant prograa. 

Tha hearing is scheduled for Friday. October 2. 1987 at 
10:00 a. a. in Rooa SD-215 of tha Dirksen Senate Office Building. 

Tha Subcoaaittee will exaaine tha current coverage and scope 
of aervicea under these prograas, as well as any deficiencies in 
child health prograas that aay need to be reaedied. Mitchell 
stated that the Subcoaaittee is interested in hearing testiaony 
on ahort-tera initiatives that aay be included in budget 
reconciliation legislation, as well aa on long-tera goals and 
initiatives. 

Nitchell said specific areas of concern to the Subcoaaittee 
include initiative to iaprove infant aortal ity and to provide 
catastrophic protection for children with extraordinary aedicel 
expenaea. 
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OFENIMG STATEMENT Or SENATOR BILL BRADLEY 



REARING ON CHILD HEALTH PROGRAMS AND PROPOSALS 



HEALTH SUBCOMMITTEES OF THE SENATE FINANCE COMMITTEE 



Nr. Chalman, I hava aada uny atata»anta, bafora this Coaalttaa 
and la othar foruu, about how I fool about tha tarrlbla trayady of 
Infant aortal lty. I aald It la unthlnkabla that a child born In 
Tranton, Naw Jaraay haa laaa chanca of aurvlvlng It 'a flrat yaar of 
Ufa than a child bom in Cuba; how ahaaaful it ia that wa ara allowing 
ajilllona of woaan in thia country to go through tha antira nlna aontha 
of thair pragnancy without providing aooaaa to adaquata pranatal cara. 
But I will not ba making a atataaant today. 

What I will do lnataad ia ahara with you thraa lattara fro* aaong 
tha aora than 5, 500 I hava racaivad froa acroaa tha country—all 50 
atataa, Puarto Rico and tha Virgin Ialanda — in aupport of action to 
lowar our infant aortal lty rata. Thaaa thraa woaan hava axparlancad 
flrat -hand tha af fact of balng "not qulta poor anough" to qualify for 
Madlcald, and not wall -off anough to afford propar haalth cara. 

LI at an to tha worda of thaaa woaan aa thay daacrlba tha 
davaatating af facta of not balng abla to obtain haalth cara for 
thaaaal vaa, thair unborn babiaa, and thair ohlldran. It la through tha 
alapllolty and aloquanca of thair worda that tha crying a haa* of infant 
Mortality oan truly ba capturad. 

A woaan froa Tannaaaaa wrltaa: 

"...You aaa, ay huaband and I racantly andad a naar- tragic ordaal 
auoh tha aaaa in your article. Wa wara lucky, and I know God 
alona halpad ua and our pracloua baby aon, Joahua. Bacauaa thara 
waa no halp whan wa naadad it, ballava aa! 

"Wa ara not tha typically thought of "waif ara raclplanta." My 
huaband aa working whan I found out I waa pragnant, and I waa 
aaaklng work, alnca wa had Juat raiocatad to Tannaaaaa froa 
Taxaa. All of a auddan, I found ayaalf pragnant and un-hlrabla, 
aftar having baan tha aanagar of an anglnaarlng daalgn flra. 
Bra-natal oar a la axpanalva, ami wa could not afford it on ay 
huaband' a wagaa alona — 15.25/hour and no lnauranca! 




"After calling endl a aa state end local agencies •••king medlcel 
help, and balng told we tiara * over-quell f lad to Mat tha 
guldailnaa' (we vara living on 8742/month), i finally got to a 
doctor whan I was 5 month* along. My mother-in-law acrapad 
togathar 0120.00 for tha Initial doctor 1 * vlalt and than $65.00 
for another chack-up. 

•Two Months later, ay eon was born prematurely at 7 1/2 month* 
geetatlon period. Ha weighed 3 lba. 4 ore. and we* transferred to 
the Bast Tenne**ee Children 'a Hospital to tha Neonatal intensive 
Cere Unit where he remained for 5 long weeka. Thank God the 
hoapltel takes babies and children no aattar their parents • 
ability to pay the debts Incurred. 

•Cod blessed us greatly, for we were able to bring our little 
"miracle" hose In time for Chrlataaa, 1986. Ha remelned attached 
to a heart and apnee (breethlng) monitor til July 26, 1987. 
"After Joahua waa bom, we finally received Medicaid to psy the 
almost 830,000 In medicel expanses. 

"For anyone doubting the need for such care, I suggest they take a 
few momenta to vlalt a local Neonetal Inte^lve Care Unit. In ay 
wildest dreams, I would never heve thought my baby would be In 
that situation. After ell, I have worked since I waa 16 yaare old 
and never eakad for help from enyone! 

"I will never underatand how eo-callad, wall-education. 
Intelligent government officials In Washington can't gat It though 
their heads! it la so such mora inexpensive to help pregnant 
women receive proper prenatal care than It la o welt until the 
damage la dona! When will other Senators and lawmakers wake up 
and uaa their God-given common aanaa?" 

A woman from Florida wrltaa: 

"...I am now vary fortunate to be four months pragnent. However, 
the problsma I em encountering ere my worst nightmare. We are 
conaldared over the poverty level, my huebend aerna 8850.00 
monthly and works vary hard to make ends meet. We pey 8475.00 
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Monthly for rant, aiaost $200.00 aonthly for utilitiaa and pay car 
insurance, grocariaa, and that la all wa can afford. I hava baan 
rajactad avaryvhara X hava gona for pranatal cara. I triad to go 
to an OB/GTN clinic through a ooanunlty hospital. Bay Front 
Nodical Hospital but waa told X auat cor* up with ovar 0700.00 to 
gat through tho door, ouch laaa ba aaan by a doctor, and than maka 
Monthly payavanta. 

"Sanator, I triad avary way poaalbla to ralaa $700.00 but nona of 
our ralatlvaa ara doing any battar financially than wa ara. I an 
four Months pragnant and axplalnad «y situation but was told no 
$700.00, no cara for tha baby. Thay told mm, 'You will hava to 
oat hot doga and baana for thraa of four won tha , if you cara about 
your baby, you 1 11 cona up with tha oonay . ' 

"X can't ballava nobody caraa what happans. A frland of alna'a 
baby la dua in aavan waaka and haa navar had any pranatal cara 
aithar bacauaa wha la alao "abova povarty lavtl." Scoathing naada 
to ba dona aoon to halp ua. Wa ara not on waif ara, but wa ara 
concarnad about our unborn bablaa and hava baan rajactad 
awrywhara wa go. Thla la a crlaM, wa ara not looking for 
htndouta, juat aoaaona to aaa ua through our pragnanclaa aafaly ao 
wt can alaap at night. 

*I aupport you all tha way and thank God for your concarn for our 
innocent, halplaaa bablaa." 

Finally, a young woman from Taxaa wrltaa: 



.1 would Ilka to add mora. I had a prematura baby. My huaband 
wait out of work, and I waa about 2 montha pragnant whan I triad to 





6 



gtt in to m« i doctor. They would not holp mm bMiuii I did not 
have the money to pay. I then wont to public health and they a ant 
mm to a governeent hoapltal. Thay would not lat mm In to aaa a 
doctor until I paid than $600.00 bacauaa thay aald I had to ba 
lying about ay lnoose. X avan ahowad thaa our tax papera, and 
thay aaid thay had to ba a lia, but thay varan' t. 

•I want to ay aother-ln-lew and aha took mm to anothar doctor and 
paid tha bill, but I waa about 5 axmtha pregnant than. My 
daughtar waa born walghing 4 pounds whan I waa 7 aontha «lorig. 
•ha waa bom pra«atura — whan I waa pragnant X waa having ao much 
trouble than. Whan i would try to aaa a doctor thay would a ay 'I 
mm eorry, but wa cannot halp you bacauaa you don't hava any money 
or Ufa insurance. And wa just cannot halp you. ' But aoae people 
just don't hava a sother-in-law like I did. And they need help. 
Better help. My daughter la healthy but aoaie bablea aren't ao 
lucky. So pleaae help." 
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nuB en 



Octnbar 2, 19s7 

Nr. ChiirasMi, X alto balisvs this it a wall-tiaari and important hairing for 



instructions facing ua in tha raoonciliation pcocaaa ara to find waya to curb 
apanding in Hadicars and sdaawhtr*. FOrtunitaly, Oaograaa aada tha daciaion 
ait liar in tha yaax to actually inctaaaa tunda (nr aatamal and child car a. 
Today and ovur tha naxt aavaral waaka, wa will conaidar apacific waya to aaka 
aoaa andaat but crucial atapa forward in thia araa. 

Nhan X uaa Oovarnoc of Naat Virginia, X Made infant aortal ity a top 
priority. Along with othar atitco with similar ratal of taanaga pragnancy and 
infant daaths, wa aada now tangibla prograaa. Tragically, that prograaa 
appaara to hava baan still ad in raoant yaara. In facl, it appaara that tha 
situation any ba onoa again woraaning both in Naat Virginia and throughout tha 
country. 

Xt ia iapoaaibla to faal anything but ahaaa and sorrow whan looking at this 
comtry's statistics --< ^n^inj ant aortal T^I^i ldran born into povarty^ and 
(Child naa lth car a^- eoapsrad to othar industrial iaad nations* fj To saa that 
placaa auch aa Singapora and Hong Kong ara ahaad of tha Unitad Statst should 
challsnga all nf ua to aobiliat tha raaou-cas and wharawithall to do far bat tar 
in aarving poor pragnant woaan and chi ldran. 



thia coamittaa to hold. Wa hivs 



tough work iaaadiataly ahaad of us. Tha 
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flbv. aly, tha Mml deficit is • aajor barriar to sxpsnding Msdicsid, 
tlit Hatarnal and Child Ntalth Om block grant, and othar program that htlp tn 
product k ts lth y childran with a cbanoa oc a productive , if*. But aa study 
aftac study, aaparianca sCtar aspsrisnca daaonstrata, tha coat oC not apanding 
am anl iaproving asrvioss to balp in tha dmiopnsnt of tha first atagaa of 
Ilia auiUaiiaa into tha aspanaa of addraaaing Car aora aariouo problaaa lata* 
on. Ma auat nana tha iauaatosnat In child haalth now. 

Nr. a loan, tnsra ara a nuabsr of aaabars c~ this subcoanittaa who hav? 
rsc-tds of gnat laadarahip in this araa. I » grataful to than and tn you f * 
your own eonoarn. Ma hava iagcaaaisa witnrnaaa today whoso sxpsrtiss and 
raoosmndationa will ba invaluabl to pursuing tha work that facta us. I look 
forward to thsir tsatiaony* 



m 
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STATEMENT OF SENATOR JOHN HEINZ 
COMMITTEE ON FINANCE 
OCTOBER 2. 1987 

MR. CHAIRMAN I WANT TO COMMEND YOU FOR HOLDING THIS 
HEARING TO EXAMINE CHILDREN'S HEALTH PROGRAMS. TODAY'S 
HEARING WILL FOCUS ON THE MANY DIFFERENT PROGRAMS AND 
POLICIES WHICH MIGHT PROVIDE A HEALTHY FUTURE FOR AMERICA'S 
YOUNG PEOPLE. POOR CHILDREN IN PARTICULAR FACE TOO MANY 
HANDICAPS. AND NEITHER NEED NOR DESERVE TO BE HOBBLED BY 
POOR HEALTH. 

I AM PARTICULARLY PLEASED TO WELCOME DR. ROBERT CICCO. 
A NEONATOLOGIST FROM PITTSBURGH. PENNSYLVANIA. AND 
LEGISLATIVE CHAIRMAN OF THE NATIONAL PERINATAL 
ASSOCIATION. DR. CICCO'S EXPERTISE. AND THAT OF THE 
DISTINGUISHED T'.NEL OF WITNESSES. IS VERY WELCOME. 

SINCE THE ENACTMENT OF MEDICAID IN 1965. OUR NATION 
HAS COME A LONG WAY IN IMPROVING THE HEALTH OF INFANTS AND 
CHILDREN. SINCE THAT TIME. THE U.S. INFANT MORTALITY RATE 
HAS BEEN HALVED. WE HAVE IMPROVED THE TECHNOLOGY THAT 
HELPS INFANTS WITH LOW BIRTH WEIGHT SURVIVE DURING THEIR 
FIRST WEEKS OF LIFE. BUT WE HAVE SEEN FAR LESS SUCCESS IN 
ACTUALLY PREVENTING LOW BIRTH WEIGHT INFANTS. 

A STRATEGY TO PREVENT INFANT MORTALITY AND LOW BIRTH 
WEIGHT CHILDREN IS FAR PREFERABLE TO AN ATTEMPT TO COPE 
WITH INFANT MORTALITY. DURING THESE HEARINGS. WE SHOULD 
NOTE THAT THE U.S. RANKS 16TH IN THE WORLD IN INFANT 
MORTALITY. AND THAT A BLACK CHILD BORN HERE IN THE DISTRICT 
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OF COLUMBIA IS LESS LIKELY TO LIVE BEYOND HIS FIRST YEAR 
THAN A CHILL IN TRINIDAD. 

4UST LAST YEAR CONGRESS TOOK * SIGNIFICANT STEP TOWARD 
PROVIDING CARE TO THE YOUNG AND VULNERABLE — WE SNIPPED A 
FEW THREADS IN THE TIE BINDING MEDICAID ELIGIBILITY TO AFDC 
AND SSI t SO THAT POOR CHILDREN AND THEIR MOTHERS COULD HAVE 
ACCESS TO MEDICAID SERVICES. BY JANUARY OF 1988. 
TWENTY-FOUR STATES WILL HAVE TAKEN THIS OPPORTUNITY TO 
CHOOSE PREVENTION INSTEAD OF INTENSIVE CARE. 

THE WITNESSES WILL TESTIFY ABOUT A BROAD RANGE OF 
ISSUES AND PROPOSALS INCLUDING COVERAGE OF CATASTROPHIC 
ILLNESS. ACCESS TO MEDICAL CARE FOR POOR MOTHERS AND 
CHILDREN. AND PRENATAL CARE TO PREVENT LOW-BIRTH WEIGHT AND 
INFANT MORTALITY. 

AS A COSPONSOR OF S. 422 — THE INFANT MORTALITY 
AMENDMENTS OF 1987 — I LOOK FORWARD TO GAINING MORE 
INSIGHT ON THIS PROPOSAL TO FURTHER EXPAND MEDICAID ACCESS 
FOR POOR WOMEN AND THEIR CHILDREN. IF THERE ARE 
IMPROVEMENTS TO BE MADE TO THIS URGENTLY NEEDED 
LEGISLATION. OR IF MORE NEEDS TO BE DONE. I WELCOME THAT 
INFORMATION. 

THANK YOU. MR. CHAIRMAN. 
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10/2/87 



SENATOR bORENBBRGER'S 
HID I CA ID ArfEWDHBNTS FOR CHRONICALLY ILL CHILDREN 
S. 1740 



Senator Durenberger *s proposal to amend Title XIX of the 
Social Security Act will allow states the option of extending 
Medicaid coverage to children with chronic illnesses and 
disabilities in low-income families whose income is below 185% of 
the federal poverty level. 



ELIGIBILITY : 

Any child that suffers from any chronic physical or mental 
illness, disability, or condition that causes an impairment or 
limitation of normal childhood activities, growth, or 
development; and 

whose family income is below 185% of the official poverty 
line; and 

whose health care costs are expected to exceed 125% of. a 
state's average Medicaid expenditure per AFOC child. 

(Children up to age 18, at state option up to age 21.) 



■EWPFITS : 

These children will be eligible for the Cull range of 
benefits offered by the state's Medicaid program. Additionally, 
a state has the option to provide "enriched benefits" including 
all of the care and services described in sections 1905 and 1915 
(home and community based services). This could include home 
health aid personal care services, habilitation, respite care, 
and medical supplies and equipment. 

Care and services under this option must be furnished in 
accordance with an individualized, written health care management 
plan developed under the direction of the designated case 
management agency. The plan should emphasize delivery of 
services in the least restrictive, most effective setting, with 
community integration. 



HEALTH CARE CASE MANAGEMENT : 

The State shall designate the most appropriate coordinating 
agency (ies) according to the individual needs of the children. 
The agency (ies) will ensure that comprehensive health care case 
management services are provided. The designated agency shall 
ensure: 

a. that service coordination and case management services 
are provided to any child meeting the new M*d » . •» 1 1 eligibility 
criteria, without regard to type of disability - - innesa? 
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b. that an individual written health care case management 
plan is developed in conjunction with the provider(a) and family; 

c. that ongoing health ca*e management is provided for the 
child} 

d. the provision of services is monitored to ensure that 
they are timely and comprehensive and in accordance with the 
individual health care management plan; 

e. that, if appropriate, the child's health care plan and 
course of treatment are coordinated with the child's spec* I 
education and early intervention plan of care and service* under 
Public Lavs 94-142 and 99-457 and other relevant educational, 
medical and social services provided by public or private 
agencies; 

f. ongoing evaluation of the child's course of health care 
and continuing need for extended Medicaid benefits is conducted. 



PAT I BUT COOTgHARlHC; 

All services are free to children in families with incomes 
that do not exceed 1001 of the federal poverty level. 

States shall impose a sliding scale premium for children in 
families with incomes between 1001 - 185% of the federal poverty 
level. The premium shall not exceed 10 percent of the amount by 
which the family's adjusted gross earnings for the month, exceeds 
1/12 of the federal poverty level for that family size. Family 
income will be adjusted to exclude uncompensated education, 
transportation, child care and other special costs incurred by 
the family d>* to the child's disability or condition. 



PHAgl-IH MID EFFECTIVE DATE ; 

The Amendments made by this Act shall be apply for calendar 
quarters beginning on or after 

October 1, 1988 for eligible children in families with 

incomes below 100% of the federal poverty level; 

October 1, 1989 for eligible children in families with 

incomes below 125% of the federal poverty level; 

October 1, 1990 for eligible chilJren in families with 

incomes below 150% of the federal poverty level; 

October 1, 1991 for eligible children in families with 

incomes below 185% of the federal poverty level. 



MEDICAID PAYOR OF LAST RESORT 
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Congressional Research Service 



The Library of Congress 



September 29, 1987 



TO 



t Senate Finance Committee 
Subcommittee on Health 

Attention: I race Kelly 



rtoH 



: Mark Merlis 

Analyst in Social Legislation 
(location and Public Welfare Division 



SUBJICT t Medicaid end the Maternal and Child Health Services Slock Grant 

In response to concerns about ecceee to heelth cere services for pregnant 
homo end children, the 98th end 99th Congresses expanded coverege under 
Medicaid t the Fade re I -St at a heelth insurence program for apecified groups of 
the poor, and approved higher epproprietions for the Maternal and Child Heelth 
(MCH) Servicee Block Grant prograa. The 100th Congress ie considering 
propossls which would further expand both programs. This memorandum providee 
background information on the progress end on the recently enacted changes, 
briefly reviews the status of children without health insurance, end summarizes 
current legislative propossls. 

I. BACKCBOUMD U 

The Senate Finance Coaerittee has jurisdiction over two major programs 
providing financial assistance to Stetes for the provision of health care to 
children: Mediceid, established by title XIX of the Sociel Security Act, end 
the MCH Services Block Grent, esteblished by title V of the Act. Medicere, the 
other heelth program in the Act, serves very few children, chiefly those 
qualifying as e result of end-stage renal disease. 



Medicaid is e Federal -Stete matching program providing medical essistence 
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with dependent children, and certain othtr groups of pregnane woacn and young 
children. Within broad Federal guidelines, each State designs end administers 
its own prograa. As a result, thero is substantial venation asKMig the Stetes 
is parsons covered, services offered, and aathods of reiaburseacnt. 

At e ainiaua, Stetes ere required to provide coverage for the 
"categorically needy," generally persons who ere receiving cesh essistence 
under the Aid to Families with Dependent Children (AFOC) or Supoleaentel 
Security Incoae (881) progress. Most children receiving Medicaid benefits ere 
elso -calving AFOC. In eddition, Stetes asy et their option provide coverege 
for other cetegorically needy groups who ere not receiving cesh essistence. 
tee iaportent group of the optionel cetegoricelly needy is pregnant woaen end 
children with family incoaes up to 100 percent of the Federel poverty level. 

Finelly, Stetes aay choose to provide Mediceid to the "aedicelly needy," 
persons whose incoae or other resources ere in excess of cesh essistence 
standards but who ere uneble to pay the cost of their own aedicel cere. The 
Medically needy often becoac eligible through e "spend-down" process, Meeting 
the resource levels esteblished by the Stete efter exhausting chair funda on 
aedicel cere costs. As of 1986, 38 Stetes end the District of Coluabie were 
covering soae aedicelly needy groups. 

As with eligibility, service coverage is subject to ainiaua requireaents, 
with coverege of additional services left to Stete option. For the 
cetegoricelly needy groups, ell Stetes aust furnish basic inpatient end 
outpetient hospital, skilled nursing facility, physician, diagnostic, end 
feaily planning services. Optionel suppleaentel services include dental cere, 
prescription drugs, treetaent in interaediete cere facilities, hone heelth 
cere, and nuaerous other types of eedicel or reaediel cere. Stetes aay liait 
the scope of any services covered; they aey, for example, pay for only a 
certein nuaber of physician visits or inpatient hospital deys in e yeer. 
Services aust generally be uniform for ell cetegoricelly needy benef icieries} 
less extensive benefits asy be aade available to the aedicelly needy. 

In eddition to other services, Stetes aust provide Early end Periodic 
Screening, Diagnosis, end Treetaent (EPSDT) services for benef icieries under 
age 21. EPSDT is e progrea of screening, prevention, end treetaent services 
for children. Stetec ere expected to conduct outreach efforts to encourage 
participation in EPSDT end to ensure coordinated follow-up cere. For children 

us 
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perticipating in the progrea, • Sttto My providt optional lervicei ouch 
dental cere even if it hei alacted not to furniih thoie lervicei to other kind a 
•f Medicaid beneficieriei, 

gtataa receive Fadaral reiaburieaent for eoit Hediceid eervice 
espenditurai under • formula tied to Stet* ptr cepite incoaa, Tha ainiaua 
Federel share it SO percent; the highest 4 he re presently received by eny State 
ie 78,5 percent. For feaily planning services, the Federel there is 90 
percent. Hatching for edainistretive coiti ii genereUy et 50 percent, with 
higher retee for e few specielised ectivities, The CongrtiiioneL Budget Office 
estiaatts thet totel Medicaid service expenditure! under current lew will reech 
$52 billion in FY 1988* of which 55 percent will be peid by the Fedora I 
Gove meant . 



t. Metemel end Child Heelth iarvicts Block Crent 

The curront HCM Service! Block Crent progrea wei originelly euthorieed in 
the Oanibut Budget teconci litt ion Act of 1981 (P.L. 97-35) ee e repleceaent for 
e veritcy of Federel-Stete progreas serving woaon end children with low incoaee 
or with eneciel needi. These included e predecessor MCH progrea, SSI eervicee 
for diiebled children, I a ad-based point poisoning prevention, heaophilie 
treetaent centers, end progreai eddressing genetic diseases, sudden infent 
deoth syndrom, end edolescent pregnency, 

under the block grant progrea, e portion of totel appropriated funde 
(currently 10 to 15 percent) is "sat aside," reteined by the Secretery of 
Health end Huaen Services (HHS) for speciel federelly edaini itemed progreai of 
regionel or netionel significance in iuch erees as aeternel end child heelth 
iaproveaent or research end treining, The reaeinder ii elloceted to the Stetee 
in proportion to eech Stete's FY 1981 inert of fundi under the progreae 
repleced by the block grent, Stetei aust contribute 75 cents for eech Federel 
dollar received, The euthoriting legisletion provides for edditionel set- 
eaidei or suppleaantery ellocetions for ipeciel purpoiei, men ei heelth 
■crooning of newborn ■ , if epproprietiom eiceed ipecified leveli, 

Stetei aey uie MCH fundi et their discretion for e variety of aeternel end 
child heelth progreai, including prenetel cere, well-child clinici, iaaunise- 
tione, vieion end dentel icreening, end feaily planning. Stetei any eleo 
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include eore spccielised services for crippled children end other terget 
popuUtiOfU. 



H. IECPIT PtOClAH TEMPS 



A. Medicaid 

Alter e brief period of fiecel conetreint in the eerly 1980s, Nediceid 
ltgisletion since 1984 het tended to eipend slightly the populetiont eligible 
for coverage end to Mke it eeeier for Stetee to design gpeciel tervicet 
targeted to the needs of pert i cuter groups. 

Eligibility espension het token three forms i mendetory coverege for some 
additional groups, optional releietion of finenciel end other stenderds, end 
transitional coverag* for persons losing cesh essittence es e result of 
employment in com. The following suemery covers only provisions particularly 
effecting pregnant women and children. 




1- Mew Mandatory Croups 

The Deficit Reduction Act (OEFRA) of 1984 (p.L. 98-369) tundeted that 
State Medicaid progress cover several groups for vhoti coverage hed previously 
been optional. These included first -tit* pregnant women who would be eligible 
for APDC if their child were born, end other pregnent woeen in two-parent 
families where the principal breedwinner is unesipioyed. In eddition, States 
ware required to cover ell children born efter October I, 1983, who sset AFOC 
income and resource stenderds, up to ege 5. 

The Consolideted Osmibus Reconcilietion Act of 1985 (COBRA, P.L. 99-272) 
required thet Stores cover pregnent wcmen in two-parent fesiilies sssating APDC 
incoasj and resource stenderds even if the principal breedwinner was not 
unemployed. COBRA elso required thet Stetee furnish post-partusi coverege for 
eligible pregnent women until 60 deys efter the end of their pregnancy. 

2- Mew Opt ion si Croups 

The effect of specifying e minimus birthdate in the OEPRA espansion of 
coverage for children was to phase in this coverege over e 5-yeer period ending 
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Septemher 30, 1966* ftttti could elect to cover oil children under 3 et once, 
tut only if they elio covered ell children inder 16 eligible under the optional 
"Ribicoff children" rules. COBRA geve Scetei the option of covering ell 
children under J imnedietely, even if they hed oot chosen to cover ell libicoff 
children* COMA elio permitted Stetes to provide ongoing coverege for adopted 
children with ipeciel aedicel needs who were Hediceid-eligible prior to the 
Adoption, without regard to the edoptive parent ■' income. 

The Omnibus Budget leconcilietion Act of 1966 (OBRA, P.L. 99-509) permits 
Stetes to of far Medicaid coverege to ell pregnant women, infant i up to ege l» 
and, on an incremental beaia, children up to ege 5, with incomes up to e Stete- 
aatebliahed threshold which aay be ea high ea 100 percent of the Pederel 
nonfena poverty level. Iapoaition of non-income reaource standard i ia 
optional! any reaource standard iapoaed auat be no wore restrict iva than the 
ffl standard* for pregnant women, or the APDC standard, for infanta and 
children* States choosing to cover the new group ere prohibited froa lowering 
their AFDC payment levela below thoae in effect on April 17, 1966, 

Por pregnant women, coverege under thia option ia liaited to pregnancy* 
releted aervicea and ends 60 days efter the end of the pregnancy. Children 
would be required to receive the full scope of Medicaid aervicea covered by the 
State* The new option took effect on April I, 1987* Pheaed-in coverage for 
children ege 1 to 5 begins October I, 1967, end continues in l-yeer increments 
until 5 yeer-olds may be covered in October 1990* 

OBRA also peraits Stetes to esteblish teaporery presumptive eligibility 
for pregnant women pending the completion of their epplicetion for Hediceid 
benefits. The purpose of this provision is to ensure eccess to prenatal cere 
during the time it takes to complete e full eligibility determination. 

Finally, OBRA allows Stetes to cover respiretory cere for ventiletor- 
dependent individual, living et home who would be Hediceid-eligible if they 
remained in an inatitutionel setting* Coverege of these individual i wes 
previously permitted only under "model" weivers grented by the Secretory, or 
under provisions which would hove required e Stele to provide much brooder 
coverege in order to reech this specific population. 
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Sinca 1974, Statat have bean raquirad to continua Hadicaid coverage for 4 
•onthe afcar a feaily loaet AFDC eligibility at a raaulc of increaaed 
eoployaont incoe* or houra of work (or aa a raault of incraaaad child aupport 
payaenta). In 1984, DEFRA addad a requi resent chat coverage ba astended an 
additional 9 aoatha for a faoily whoaa countable incoae would bt within Af DC 
iioite but for tha fact that ttaa faoiiy't eligibility for cartain tncooe 
-diaragarda- had aapirad (tha diaragarda ara aubtractiont from aarnad income in 
APDC aligibilicy datarainationa which allow a temporary continuation of caah 
aaaiatanca aftar an eaeloyeent incoae incraaaa). OEFAA alao gava Stataa tha 
option of continuing Hadicaid in auch caaaa for an additional 6 aontha beyond 
tha aandatory 9 aontha. 




• Hatarnal and Child H..lth 

Tha initial HCU Block Grant appropriation for PY 1982 and JY 1989 wat $373 
million par yaar, aa coopered to tha a loo at $455 .ill ion appropriatad in PY 
1981 for tha prograoa tha block grant raplacad. Uhila funding had grown to 
•478 aillion by FY 1984 (latar raducad to $457 ail lion by Craamt-tuaoan- 
Nollioga), thia waa atill balow PY 1981 aipandituraa in com t ant doll are. 

P. I. 98-349 raiaad tha paraanant authoriiation laval for tha prograo to 
$478 Billion, and P.L. 99-509 (0184 84) authorised funding of $553 oil lion for 
PY 1987, $557 Million for PY 1988, and $541 ail lion in auccaadiog fiacal yaara. 
Tha actual appropriation for PY 1987 waa $478 ail lion, utar raiaad to $497 
•illion by tha aupplaoantal appropriation bill aignad in July 1987 
(P.L. 100-71). Tha Adainiatretion'a PY 1988 budgat propoaal callad for 
continuad funding at tha $478 ail lion laval. Tha Houaa haa paatad 8.1. 3058, 
tha PY 1988 Haalth and Huoan Sarvicaa appropriations bill, which includaa $535 
■ill ion in HCU funding. 

OUA 84 providad that portiona of any appropriation abova tha paraanantly 
authoriaad laval wara to ba uaad for apacial projacta. A fiaad par can tag a of 
tha aacaaa ia to ba tat aaida and uaad by tha Secretary for projacta involving 
acraaning of newborn! for aickla call anaoia tn d other genatic diaordara (7 
porcant in PY 1987$ 8 pa re ant in PY 1988) and 9 parcant in PY 1989). Ona third 
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of My r Mai Ring exceas it to be used for dtaonstrat ion project! promoting 
access to primary cere or cat* management a„d coamunity-basad itrvicti for 
children with apeciel needs. 



III. ^my/UD CHILDtQi 



The Nediceid progrea hot historically raachad only a fraction of oil 
children locking health inturanco coverege. Until tho changaa made by Dirt A, 
OOMU and OttA, eligibility for children wot gtnorolly tied to eligibility for 
i caah ettittence. Low eligibility ttendardt in most States excluded May 

children in feailiea with incomes below the officiel poverty level. The 
national Governors' Associetion reported in January 1987 that the everege 
State* a AFDC atenderd for e family of 3 wet 48.9 percent of the officiel 
poverty level for e family of that siee. Other children hove been eacluded 
because their families failed to aaet non-income teata releting to family meka- 
up or eamt I o yean t atetua. Table 1 ahowa the reletive nuabera of children in 
poverty and children covered by Medicaid from FY79 through FY66. 



TABLE 1. Children in Poverty end Medicaid Coverage 
1979-196% (Nuabera in thousands) 



Poor children 



Yeer 


Poor 
children 


cove re J by 
Nediceid 


Percent 


1979 


10,111 


4,907 


46.5 X 


1960 


11,764 


5,525 


47.0 


1961 


12,505 


5,611 


46.5 


1962 


13,647 


6,429 


47.1 


1963 


13,607 


6,693 


46.5 


1964 


13,419 


6,622 


49.3 


196S 


13,010 


6,569 


50. 5 


1966 


12,676 


6,676 


51.7 



Sourcel Congressionel Research Service estimates, 
September 1987, baaed on U.S. Census Bureeu Kerch 1987 
Current Populetion Survey date. Note thet theae nuabera 
ere baaed on self-reporting by e temple survey end ere 
aubject to error. Respondents may under report income 
end/or fail to report Nediceid eligibility. 



Although the COBRA and OBRA changes have weakened the treditionel 
eligibility links between Nediceid and caah assistance programs, there remain 
subs tent iel population! of uninsured children who would not be reeched even if 
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avnry State war* to Mkt Cull use of tha new options suds available by tht 
Mt n tii tt tt. That* include : 

o Children over age 5 who ere in faaulias with incoftes between AFDC 
etandnrdt c d 100 percent of tht poverty level and who do not 
qualify at radically natdy, If AFDC standards avaragad half of 
tha poverty level, as isany as 2,0 aiillion childran aged 5 to 17 
•isjht have faiian into thii group in 1900. 2/ 

o Children ia faauliet who it incone is abova 100 parcant of povarty 
but who are still unabla ta afford insuranca, A racant study by 
tha amplayaa lanaf its tasaarch Instituta found that of 34, g 
■ill ion noneiderly Aaaricans without haalth insuranca covaraga in 
19S3, 3 Million had femily inconet between 100 and 124 parcant of 
povarty, An additional 7,3 aiillion had incosHjs between 123 and 
199 parcant of povarty, 3/ 

o Childran in faaiillas which My or euy not ba poor but which lack 
haalth insuranca covaraga because tha parent t' employer t do not 
of far this baaafit or tha parants hava failad to avail theewelvee 
of it, Ifaa IMI study citad abova found that It, 2 aiillion of tha 
uninsurnd, ovar 32 parcant, wars in feat lies haadad by full-tine 
worfcerel 37, t parcant of tha uninsurad vara in faaulias with 
Ucoms ahova 200 parcant of povarty, Sonatinas tha working 
parent or parants ara covtrad by eaployer haalth insuranca but 
cannot or do not purchaaa covaraga for thair childran, Bit I found 
that 20 parcant of all uninsurad childran livad with a ptrant who 
had eaployer- provided insuranca. 



IV. C0VHAC1 PFAMtlQM PBOPOSALS IB THE 1Q0TH CQyClESS 



Ugislativa proposals in tha 100th Cong ran would usa i a vara I diffarant 
approachaa to expand Padarally fundad nodical covaraga of childran, Thasa 
include: 



-General sponsions of Hadicaid aligibility for no then and childran, 

—Special covaraga provisions for childran incurring extraordinary haalth cara 
costs, 

— Extended transitional covaraga for faaulias losing cash assistanca as a 
rosult off eapioyaent, 

Thara ara also proposals for aapansion of privata haalth insuranca 
covaraga, such as S. 1263 (Kennedy), tha Mimaua Haalth Banafits for All 
Uorhars Act, 4/ 

As requested, tha following it a suomary of Medicaid eligibility proposala 
introducad in tha Senate in this session, House bills era included only whan 
thara is a parallel. Senate propose 1, 



A. general Covereae Ek pant ion 



I. 422 (Bradley at el.) 
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Medicsid Infant Mortality Aasndasnt s of 1987. This proposal builds on ths 
coversgs sxtensions snsctsd in 1986* Tht optionel higher eligibility standard 
for pregnant women and infante, now liaitsd to 100 psrcsnt of tht nonfera 
poverty level, could bt rtittd tt tht Stttt't option to tt high tt US ptrctnt 
of poverty. Covtrtgt of childrtn up to tgt S could bt iapleaented isnedietely, 
inttttd of bting phtttd in ovtr t yttr ptriodt Both thttt provisions would 
tea* tfftct Octobtr 1, 1987. In addition, Stttts could phtst in covtrtgt under 
tht hightr standard for childrtn up to tgt 8, with t yttr olds in FY89, 7 yttr 
olds in FY 90, and • yttr olds in FY91. Introduced January 29, 1987, and 
rtftrrtd to tht Coaatfttee on Finance. 

An idtntical proposal in tht Houst, introduced as H.I. 1018 (Wtxatn), has 
tinct bttn incorporated in the Medicare end Medicaid Budget Reconciliation 
Antndaants rtporttd by tht Houst Cntrgy and Coaaerce Cosauttas (H.I. 3188, 
Waaaen), with a single substentive change. The effective detes for the higher 
incoaw standard and the eccelertttd eligibility for children up to age S heve 
been changed from October I, 1987, to January I, 1988. 

8. 842 (Ivans tad lanford)/H.I. 1831 (Downey at el.) 

Partnership Act of 1987. This bill is a comprehensive revision oi several 
welfare prograae, including Af DC end Medicaid, establishing unifora benefit 
levele across States end increasing Federal responsibility. The provisions 
specifically relet ing to Medicaid are as follows. 

States could iaplwaent the optional higher incone standard (up to 100 
percent of poverty) for all children up to age S as of October I, 1988, rether 
than phaeing in coverage on a year by year basis. States could then, in fiecal 
yeere 1989 through 1998, phase in coverege of children up to ege 16. Resource 
attndardt for pregnant woaen end children could be no acre restrictive than the 
standards for the food Sttap program. 

DHHt would bt required to promulgate unifora national minimua sttndtrds 
for Medicaid services to be aada available to eligible woaen end children; for 
pregnant woaen these services would have to include prenetel end post-partua 
cere. 

Stetes would no longer have the option of establiehing e Mediceid 
eligibility standard aors restrictive than the SSI etanderd; all SSI eligibles 
would receive Mediceid. All Stetes would b% required to cover et least eoae 
aedicslly needy groups. 





*■« *■ W 1990, the Federal than ia Medicaid Mrvict espencUturts 
n**U licmM 2 percentaga Hints par year, up to a «ii M of 90 per cant. 
Hf service* ta pregnant wenen aad children, tha Pedaral thare would be ft* 
■•rtent U ft 1900, IS percent in ft i$g9 through PY 1991, ana* 90 percent in ft 
1993 CtM bill at iatraauca* onits r 1992). Hurting nana ana* ether 1 ant-tarn 
tarn services would mania subject ta the FOneral notching percentage la affect 
an tna dau af anactnant. Por any itata Medicaid enpenditurcs above ft iH7 
levels end specifically attributtblo to provisions of tha bill, federal 
an toning weuW an at 100 percent. 

Introduced March 2e, 1907, and referred to tha Cwanittaa an Finance. 

•• UJ0 (Onnfaa) 

Nadftnerica net of 1907. Ihit bill would give Stttat tha option, affactiva 
Octohnr l v 1907, nf extandinf Madicaid eligibility to four new grout it 

1. Individuals ana 4 faniliat naating a new incona standard which cauU 
On ant, at tha Itata't option, at high at 200 parcant of tha 
naafarti poverty leval. 

2. Portent unable to obtain health insurance becaute of a nre- 
naitting condition. " p 

3. Portent who have health inaurance but who have exhausted iom or 
nU ef the benefit t uHar tha plan. 

4. Persons enployad by Uitinettet which have no acre than 2$ 
enploycet an* which have bean unable to provida eewloyee health 
banefitt at a reeaoaable cott. 

The new options wouU be available only to gtatet whose aniating Medicaid 

prograne ant certain nirinun ttaodsrds relating to populations covered and 

scape af services. banefitt available to the new groups would bo note 

restricted than under currant Nadicsid lsw and would be subject to nandatory 

cost-sharing, ianef icinrino with ioconat e*c?ediag 100 parcant of the poverty 

level would have to pay noathly praniunt not eaceeding 3 percent of fanily 

incona. 

Introduced Nay 6, 1987, and raftrred to tha Coemittee on finance. 

1. Catattroahie Co^r ff{t 

5. lit! (heicanr) 

Medicaid Catastrophic Coverage for Children Act of 1987. Thia bill would 
exudate Medicaid coverage for disabled children under age 21 whots incurred 
radical eapensas in a year are equal to the lesser of $10,000 or 10 percent of 



the femi V» The limit for e family with sort then one disabled child 

wemU bo the Umk of $13,000 or 12 1/2 percent of family income. The Itete 
would bo rotelrod to if fir c full range of services to diseblcd children, 
including aptieccl benefits not provided to other kinda of Medicaid 
bemmfici arias. Services would be provided in eccordanca with aa individual 
plom ef cart developed and aariodically updated ay a multidisciplinery COM. 
The Federei matching percent ego for aarvicaa to tha certified diaablod children 
would aa 90 potent. 

Tha new provisions would ba in affact for fiscal yaars 1918 through l»2. 
Puking that period, gtotos would be prohibited ffrcai ostoblishing any Hadicaid 
\ fit or eligibility Units nore restrictive than those in effect on Hay 27, 
IM7. 

The Secretory of Wig would be required to conduct en ongoing study of the 
impact of the amendments, report int annually to tha Congress «-w making 
recommendations regerding continuation or nodi ficet ion of the new coverege no 
later than April IH2. 

Introduced Nay 21 , 1987 , and referred to the Committee on Finance. 

g. 1537 (Chef on stiM 

Cam Managneant and Cutes trophic Health Cere for Children Act of 1917. 
this bill would provide cetestn.*hic coverage to certein children through title 
V (the HCN block grant), rether then through Medicaid. Children eligible for 
coverage would be those who incur $50,000 or nore in nodical expenses during 
the first yeer of life, end who ere in e iow-incoae family or whose nodical 
expenses esceed 10 percent ot the family's adjusted gross incowe. Mynent for 
services would be node directly by HHS, rether then by Stetes, end would bo 
issued eccording to Hedicere reimbursement principles, except that payment for 
inpatient hospitel services would not be subject to Medicare's prospective 
payment system or other inpatient limits. Ho payment would be issued for 
services covered by third-party insurance. The bill would euthorise en FY 1988 
appropriation of $375 million for the cetestrophic coverage provision, over and 
amove other epmroprietions for title V. 

The bill .-ould el so provide supplemented block grent epproprietions for 
the purpose of providing cere management to children with special needs and 
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miei ^ -edica4 cere coetc in iicim of $5,000 per yiar, including but not 
limited to thece covered uNir the catastrophic cart provioion. Like tha bacic 
HOI block grant, fundi would bo clloccted to Sutcc of tor « oot-eoido for 
prejecta of regional ar notional eignif iccncc. Cora minuomom it defined oa 
"advocacy oa too cbild'a and family* t bahalf to secure needed aorvicaa emd 
entitlement* in accordance with a writ tan cara management pieo." Tha bill 
would autboriaa an FY 19SS appropriation of $125 million for thia purpooo, 
again ever and above too gonaral title V appropriation. 

finally, the bill would require too Secretary of HH1 to develop a apodal 
Koapoctivo cyctem for inpatient hoepitol aorvicaa to children, to bo uaod both 
tV the cetottrophic care added to title V end for Medicare. 

Introduced July 23, 19S7, end referred to the Committee on Finance. 



C Tranaitian Covarana ^ 

too of the welfare reform propoeele offered in tha Senate thie year have 
included epocific provieione relating to continuation of Medicaid covorega 
after loot of cash aeeietence eligibility due to employment income. 

t. Ul (Specter aad Dodd) 

Aid to Femiiiec end lapioyment Traneition Act of 1967. Thia bill would 
eatend Nadicaid eligibility after e family .amber made the traneition to 
uotubaidieed employment under e Job Training Partoerehip Act (JTPA) program. 
Medicaid eligibility would continue for IS monthe after the traneition, unleee 
-he employer provided health ineurance coverege earlier. 

Introduced January 6, 1907, end referred to the Committee on Finance. 

t. Mil (Naynihan at ul.)/aM. 314S (Credieon) 

Family Security Act of 1987. Thie bill would require Statet to continue 
Medicaid for faailiee loeing ceeh aeeietence beceuee of increeeed earninga for 
•t laaat 4 monthe and not more then 9 monthe. (Currently, the 9 month 
oateneion ie available only for faailiee whoee income ie only alightly above 
AFDC limite.) Stetoe would be required to charge a premium for coverege in the 
final 5 moatha, and could provide the continued coverage only for familiee 
whaee income Ie below 115 percent of poverty. 

Introduced July 21, 19S7, end referred to the Committee on Finance. 
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1/ Tha background dUcuttton in this station ia largely derived fro* two 
-Cmwittowl laouarch Sarvica docuoonu: 

Pedarai Program Affecting Children Icoordinated by) Sharon Houae and 
Shore* itayaai Ceeaittee print prepared for the Houot Sat act Coaenttee on 
CoUdreo, Youth and PeaUliee. |Waehington) 1187. (Nadicaid oaction by Joseph 
A* CieUooti) 

Medicare, Medicaid, and Matarnal and Child Haolth Program: An Ovarviaw 
k ° »f Major Logietatidn tnactad freo 1980 through 198a (by) Janat Kline, Jannifar 
O^Uivg, and Joseph A. Cialewski, Background papar prtparad for tha uaa of 
the Coamittee an Pinanca. (Washington] 1917, 



If Ceogressioaal Moaarch Sarvica aatiaato baaed on Harch 1987 Cansus 
bureau Currant Population Survay. 

3/ loployoo Sanofito Keaearch Inatitute (BMI), A profila of tha 
nooolderly population without health insuranca. Em IS no. at, May 1987. 

4/ Dutaila of thaaa proposals any bo found in U.S. Library of Congress. 
Congressional leeearch Sarvica, Mandate, laployor Provided Haalth Inauranco. 
laaua Sriaf Ho, 87148, by Seth C. Pucha, Aug. 26, 1987, 
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OPENING STATEMENT OF HON. GEORGE J. MITCHELL, 
U.S. SENATOR FROM MAINE 

Senator Mitchell. Good morning, ladies and gentlemen. This 
monui'g the Subcommittee will examine the programs under the 
jurisdiction of the Finance Committee which provide health care to 
our nation's children. Those programs are Medicaid and the Mater- 
nal and Child Health Block Grant. 

It is our intention to review the current scope of these programs, 
in an effort to determine where they are falling short in providing 
adequate health care to the poorest of our nation's children. 

The health of America s children overall is not good. Children 
Defense Fund studies conclude that major public health and social 
programs are inadequate to meet the national need created by per- 
sistent ai. * mdespread maternal and child poverty and loss of pri- 
vate health insurance. 

The nation is not making progress in reducing the rate of infant 
mortality. The infant mortality rate in the United States, ranking 
among 20 industrialized nations, declined from sixth in the period 
from 1950-1955, to a tie for last, in the years 1980 to 1985. I think 
that bears repeating: In the most recent period for which such fig- 
ures are available, the United States ranks last among 20 industri- 
alized nations in itc infant mortality rate. 

Black infants continue to die at nearly twice the rate of white 
infants. A Black American infant born within 10 miles of the 
White House k more likely to die in the first year of life than an 
infant born in some parts of the Third World. 

Members of this committee are aware of the crisis in health care 
for pregnant women and children and have supported improve- 
ments in Medicaid coverage in recent years. In spite of these ef- 
forts, there remain serious gaps in health care coverage for many, 
many children in this country. 

According to estimates by the Congressional Research Service, in 
1986 only 51 percent of poor children were covered by Medicaid. 
This is a disturbing fact which cannot be ignored. 

The committee is well aware of the cost effectiveness of preven- 
tive health care for pregnant women and children. It is well docu- 
mented that proper prenatal care significantly reduces the inci- 
dents of low birth-weight babies, one of the major causes of neona- 
tal illness and death. Members of this committee, in particular 
Senators Bradley, Chafee, and Durenberger, have taken a lead in 
introducing legislation during the One Hundredth Congress intend- 
ed to address the serious shortcomings in health coverage for chil- 
dren. 

I look forward to the testimony to be presented by our witnesses 
today, in particular our colleague Senator Weicker, who has also 
been a leader in this area. It is imperative that we work together 
to ensure that all of America's children have adequate health care, 
regardless of the economic status of their families. 

I am pleased to be joined by my colleague Senator Durenbei^er, 
who as I have just indicated his been one of the leaders in this 
area, who for six vears served v ith distinction as chairman of this 
subcommittee and with whom all members of the committee look 
forward to working in this serious area. 
I would like to now recognize Senator Durenberger. 

EJ?c ai 
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OPENING STATEMENT OF HON. DAVID DURENBERGER, 
U.S. SENATOR FROM MINNESOTA 

Senator Durenberger. Mr. Chairman, I thank you. 

James Agee once said, "In every child who is born, under no 
matter what circumstance and of no matter what parents, the po- 
tentiality of the human race is born all over again.' 

Today s hearing gives us an opportunity to explore how we as a 
nation can help our children fulfill their potential, by giving every 
child a healthy start and by meeting the special health needs of 
children as they grow into young adults. 

Last year the Federal Government spent over $35 billion on child 
health, nutrition, and protective service programs We made tre- 
mendous strides in maternal, infant child, and adolescent health. 
Yet, tragic problems remain, and there are still serious gaps in our 
nation's health care system. 

The lack of adequate health care not only affects the child's im- 
mediate well-being but has a life-long implication for the child's op- 
portunity to develop into a mentally and physically healthy, com- 
petent adult. This is a great loss for our society and imposes tre- 
mendous, preventable costs. 

Today, an estimated 11 million children, most of them from low- 
in ome families, are without health insurance coverage. These chil- 
dren receive 40 percent less physician care and half as much hospi- 
tal care as their insured counterparts. And as a result, many 
health conditions which could be remedied become chronic for poor 
children because of this inadequate medical attention. 

So it is time to develop a blueprint for the future chat addresses 
all the special needs and concerns expressed by the Chairman and 
will be expressed by witnesses here today — a plan which includes 
an increased commitment to preventive health measures. We must 
increase our investment in the health of children today so they can 
fulfill their human potential tomorrow. 

Even if we don't do this for humanitarian reasons, we must do it 
in our national self interest. Our nation's children are our future, 
and we will all be depending on them for a safe and secure world. 

Yesterday I introduced a bill targeted to a special population 
whose needs often go unmet: chronically ill children in low income 
families. Without appropriate health coverage, the chronic condi- 
tion is likely to become more severe and result in complications. 
This legislation will help children with juvenile diabetes, severe 
asthma, spina bifida, hemophilia, cystic fibrosis, and a variety of 
other conditions that lin^t a youngster's ability to engage in 
normal childhood activities. 

The bill, S. 1740, allows the States the option of extending Medic- 
aid coverage to chronically ill children in poor families so that they 
can receive the regular, consistent health care that will enable 
them to function at their optimum and avert costly hospitalization 
and emergency episodes. 

Access to comprehensive health coverage will also free the 
parent to join the work (ooe and not fear the loss of needed Medic- 
aid coverage. It will protect poor families from the burdensome and 
often catastrophic cost of their children's chronic conditions. 

The United Nations Declaration states: "Mankind owes to the 
child the best it has to give." I am delighted that this hearing 
today gives us an opportunity to explore and to renew our commit- 
q nt to raising healthy children. 

Senator Mitchell. Thank you very puch, Senator Durenberger. 

J $2 
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As I indicated in my opening statement, three members of this 
committee have taken a particular interest in and demonstrated 
leadership in this area. In addition to Senator Durenberger and 
Senator Chafee, Senator Bradley is one of them, and we are 
pleased that he has been able to join us today 

Senator Bradley? 

OPENING STATEMENT OF HON. BILL BRADLEY, U S SENATOR 
FROM NEW JERSEY 

Senator Bradley. Thank you very much, Mr. Chairman, for hold- 
ing this hearing. I hope this hearing will succeed in highlighting 
the depforable circumstance of rising infant mortality rates. It is 
an issue that most Americans don't think about, but it is deplora- 
ble that the infant mortality rate in a city like Newark, New 
Jersey, is higher than in a country like Costa Rica. The fact of the 
matter is that there are a lot of near-poor women who can't get 
adequate health coverage during the prenatal period, and the 
result is low birth-weight babies and high infant mortality rates. 

Mr. Chairman, a couple of months ago I wrote an article in a na- 
tional magazine about this problem. And rather than making a 
lengthy opening statement, I would like to read you a couple of let- 
ters that I got as a result of that article. I received over 5,000 let- 
ters as a result of the article. 

One is a letter from a woman in Tennessee— and each of these, I 
think, will put this issue in a very human perspective. She writes: 
You see, my husband and I recently ended a near tragic ordeal, much the same as 
you describe in your article. We were lucky, and I know God alone helped us and 
our precious baby son Joshua, because there was no help when we needed it, believe 
me. We are not the typically thought of welfare recipients; my husband is working, 
and when I found I was pregnant I was seeking work, since we had just relocated to 
Tennessee from Texas. All of a sudden I found myself pregnant and unhirable, after 
having been the manager of an engineering design firm. Prenatal care is expensive 
and wr could not afford it on my husband's wages alone— $5.25 an hour, and no in- 
surance. 



After calling enoUebs State and local agencies seeking medical help and being told 
we re over-qualified to meet the guidelines— we were living on $742 a month— I fi- 
nally sot to a doctor when I was five months along 

My mother-in-law scraped together $120 for the initial doctor's visit and then $65 
tor another checkup. Two months later, my son was bom piematurely at seven and 
a half months gestation period. He weighed three pounds four ounces and was 
transferred to the East Tennessee Children's Hospital, to the Neonatal Intensive 
Uire Unit where he remained for five lone weeks. Thank God the hospital takes 
babies and children no matter their parents r ability to pay the debts incurred. 

God blessed us greatly, for we were able to bring our little miracle home in time 
July ^<M^T remained attached to a heart and breathing monitor until 

After Joshua was born, we finally received Medicaid tc pay the almost $30,000 in 
medical expenses For anyone doubting the need for such care, I suggest they take a 
tew minutes to visit the local neonatal intensive care unit. In my wildest dreams I 
would never have thought my baby would be in that situation After all, I have 
wo-ked since I was 16 years old and never asked for help from anyone 

I will never understand how so-called "well educated, intelligent Government offi- 
cials in Washington cant get it through their heads It is so much more inexpen- 
sive to help pregnant won. »n receive proper prenatal care than it is to wait until 
the damage is done. When w:M other senators and lawmakers wake up and get some 
common sense? 

And then, Mr. Chairman, a letter from a woman in Florida: 
I am now very fortunate to be four months pregnant; however the problems I am 
encountering are mv worst nightmare. We are considered "over the poverty level " 
My husband earns $850 monthly and works very hard to make ends meet. We pay 
175 monthly for rent, almost $200 monthly for utilities, and pay car insurance, gro- 
ynes, and that s all we can afibr^ ^ 
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I have been rejected everywhere I have gone for prenatal care. I have tried to go 
to the OB-GYN clinic through a community hospital, Bavfront Medical Hospital, 
but was told I must come up with over $700 to get through the door, much less be 
seen by a doctor and then make monthly payments 

Senator, I tried every way possible to raise $700, but none of our relatives are 
doing any better financially than we are. I am four months pregnant and explained 
my situation but was told, "No $700? No care for the baby. They told me, "You'll 
have to eat hot dogs and beans for three or four months. If you care about your 
baby, you'll come up with the money." 

I can't believe nobody cares what happens. A friend of mine's baby is due in seven 
weeks and has never had any prenatal care, either, because she is also above pover- 
ty level. 

Something needs to be done soon to help us. We are not on welfare, but we are 
concerned about our unborn babies and have been rejected everywhere we go. This 
is a crime. We are not looking for handouts, just someone to see us through our 
pregnancy safely so we can sleep at night 

Then, Mr. Chairman, finally, a letter from a young woman in 
Texas. She says: 

I would like to add more. I was a premature baby My husband was out of work 
and I was about two months pregnant when I tried to get in to see the doctor They 
would not help me because I did not have the money to pay I then went to Public 
Health, and they sent me to a government hospital They would not let me in to see 
a doctor until I paid them $600, because they said I had to be lying about my 
income. I even showed them my tax papers, and they said they had to be a lie— but 
they weren't. 

I went to my mother-in-law, and she took me to another doctor and paid the bill, 
but I was about five months pregnant then My daughter was born weighing four 
pounds when I was seven months along. She was born premature. When I was preg- 
nant, I was having so much trouble then. When I would try to see a doctor, they 
wouldn't say, "I'm sorry," but, "We cannot help you because you don't have anv 
money or life insurance, and *e just cannot help you " But some people just don t 
have a mother-in-law like I did, and they need help— better help. 

My daughter is healthy, i zi some babies aren't so lucky as I to have a mother-in- 
law; so, please help. 

Mr. Chairman, these three letters are samples of the over 5,000 
that I received as a result of the article that I wrote. They clearly 
illustrate the need for my legislation. I hope that we will have a 
full hearing today and move to enactment, so that many of these 
women could be covered and we wouldn't have so many premature, 
low birth-weight babi^ with a high probability of infant mortality. 

Senator Mitchell. Thank you very much, Senator Bradley. 

Our first witness was scheduled to be Senator Weicker. He has 
been unavoidably detained and is on his way, so we will begin with 
the first panel. When Senator Weicker arrives, we will interrupt 
the panel to permit him to testify. 

The first panel will include Dr. Karen Davis, Chairman of the 
Department of Health Policy and Management at Johns Hopkins 
University in Baltimore, Maryland; Ms. Sara Rosenbaum, Director 
of Child Health, Children's Defense Fund in Washington, D.C.; and 
Dr. Robert Cicco, Legislative Chairman, National Perinatal Asso- 
ciation in Pittsburgh, Pennsylvania. 

Good morning, Dr. Davis, Ms. Rosenbaum a Dr. Cicco. We look 
forward to your testimony. We will begin in the order as listed on 
the committee witness list. I will state, for your benefit and for the 
benefit of future witnesses— I know Dr. Davis has testified here 
many times, as have others; but for the benefit o£ those who have 
not — under the committee's rules, each witness may submit a writ- 
ten statement which will be printed in full in the record. We ask 
the witnesses, in their oral remarks before the committee, to sum- 
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S 5 . 8elect , m g thos ? Points they deem most im- 

portant, and to limit their oral remarks to five minutes or less, to 

ffii V5r e8tl0ning by th f. member s of the committee. The panel of 
Ughts before me is an indicator to you of how much time you have. 
When the green light is on, it means you can keep talking; when 

,n S 0 \ llgh f V COm ^ ,° n L * means y° u have « shoVt time to wrap 
up and when the red light comes on, it means stop, as it does in 
other areas of our life. 

<JS°?^ e r 0811 °u ^ we are Pl 688 ^ to be joined now by 

Senator Chafee, who, as I indicated in my opening remarks, has 
been one of the leaders in this area, a distinguished member of this 
subcommittee and someone who has contributed a great deal to 
health policy in our nation. 

he may have* 6 *° ^ ° n Senator Chafee for an y opening remarks 

OPENING STATEMENT OF HON. JOHN H. CHAFEE, U.S. SENATOR 
FROM RHODE ISLAND 

Senator Chafee. Well, thank you very much, Mr. Chairman, and 
1 apologize for being late. There is an amendment on the floor that 
I am involve with, so I had wanted to make a couple of comments 
on that. 

I just want to commend you for holding these hearings on this 
critical issue of children's health care. I must say I express some 
trustration at the fact that we spend in this Congress a good deal of 
time talking about better access to health care services, but so far 
not a great deal has been accomplished. I know that is as painful to 
you as it is to me and all members of this subcommittee. 

Each year we make some small progress during budget reconcili- 
ation, but it has been limited, and I am disappointed that there 
doesn t seem to be an apparent willingness on the part of a whole 
host of parties that are involved with this to go further. I am disap- 
pointed that we aren t able to focus our energies and time and re- 
sources on truly identifying and addressing the health care crisis 
that in my judgment we face. 

This committee— that is the Finance Committee as a whole— has 
jurisdiction, as we know, over three of the most critical health care 
programs m this country: Medicare, Medicaid, and the subsidy we 
employees neSSes for P rovidin & health care benefits to their 

i- Ls \ t , year the expenditures under Medicaid amounted to $74 bil- 
lion. Medicaid cost $24 billion, and the tax subsidy program, what 
v>e call a tax expenditure" in this fancy language of the Finance 
Committee, resulted m about $32 billion in lost revenue. Yet, with 
all lat spending, we still have children who receive no health 
care, pregnant women with no proper prenatal care, disabled indi- 
viduals who are forced to live away from their families and com- 
munities, families financially devastated and torn apart because of 
illness, and 37 million people with no health insurance at all. 

bo we are here ^,tay, thanks to your leadership, Mr. Chairman, 
to address some ot tnese issues and, hopefully, to make some 
progress. And of courje, that involves the Administration. I am 
glad that we have son.e Administration witnesses. 

I have introduced two proposals that will be discussed today: 
MedAmenca and the Children's Catastrophic, and i have cospon- 
ER | c «do,hs„. 
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As we begin the process of reconciliation, it is my plan to offer 
amendments based upon the MedAmerica, the concept of allowing 
individuals to purchase Medicaid insurance. 

So we know what the problems are, and I hope today we can 
come up w ; th-some solutions. And I can vouch for you, Mr. Chair- 
man, with your excellent leadership. 

Senator Mitchell. Thank you very much, Senator Chafee. 

Dr. Davis, welcome. We look forward to hearing from you. 

STATEMENT OF KAREN DAVIS, PH.D., CHAIRMAN, DEPARTMENT 
OF HEALTH POLICY AND MANAGEMENT, JOHNS HOPKINS UNI- 
VERSITY, BALITMORE, MD 

Dr. Davis. Thank you, Mr. Chairman, for this opportunity to 
appear before you today and to participate in this very important 
hearing on child health. 

Recent improvements in Medicaid coverage are helping many 
mothers and children from our poorest families receive needed 
health care; yet, two major problems remain: First, millions of low 
income infants and children remain uncovered by Medicaid and 
face major barriers to the receipt of needed health care services; 
second, uncovered expense^ }f chronically ill children can im^ct se- 
rious financial hardship on families. Today I would like to discuss 
these two major problems and offer some short term and longer 
term policy actions to improve access to basic health care for poor 
children and coverage of catastrophic expenses for all children. 

Current health insurance coverage fails to assure access to basic 
health care services for poor children. Six million children with in- 
comes below the poverty level are without Medicaid coverage. Only 
half of poor children are covered by Medicaid. 

Medicaid coverage has been very important in improving early 
or prenatal care. This care is important to detect conditions such 
as anemia and high blood pressure, that need to be corrected early 
on in pregnancy. 

In 1963, 58 percent of poor women received care early in preg- 
nancy. By 1970, 71 percent of poor women received early or prena- 
tal care, in part as a result of the Medicaid program. Infant mortal- 
ity has declined by half since Medicaid was enacted; however, 
many disparities remain. 

But there are also problems with older children, not just preg- 
nant women and infants. Poor children suffer manj chronic condi- 
tions, many of which were mentioned by Senator Durenberger, 
that may lead to serious problems. These include things like 
asthma, spina bifida, and chronic recurring conditions that require 
medical care services. 

Children who are covered by Medicaid receive better care than 
poor children who are not currently covered by this program. 

The Congress expanded Medicaid coverage for poor infants and 
young children and pregnant women, in 1984 in the Deficit Reduc- 
tion Act, and again in the 1985 Comprehensive Omnibus Reconcili- 
ation Act and the 1986 Omnibus Reconciliation Act. As a result 9 
million children and 800,000 pregnant women who are receiving as- 
sistance under this pr^am. But fb ther steps are needed to 
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expand coverage to children from the ages of 5 to 18 and other low- 
income children. 

The second problem I would like to address is catastrophic illness 
among children, particularly those with ongoing chronic afflictions, 
and the financial burden that these illnesses can incur Many 
times we focus on the problems of neonatal intensive care and pre- 
mature infants that certainly can result in devastating financial 
problems, but there are also many chronically ill children who 
need assistance. There are 2.2 million families who have seriously 
impaired children; these are children with diabetes, leukemia, 
sickle cell anemia, cystic fibrosis, and other conditions 

Impaired children average 22 physician visits annually and 1 7 
hospital discharges per child, compared with i physician visits a 
year and 0.3 hospital discharges for the non-disabled child. So we 
are talking abou ; rates that are at least five times higher for the 
chronically impaired child. 

Annual expenses exceed $10,000 for the most severely impaired 
children— ana these are not one-time expenses but expenses that 
occur year after year. 

Ten percent of impaired children are uninsured; 20 percent of 
poor disabled children are uninsured. Medicaid covers only 60 per- 
cent of poor disabled children. 

Private health insurance, even when it exists, is not sufficiently 
comprehensive We need to take major steps to expand Medicaid 
coverage for all children, including those 5 to 18, up to the Federal 
poverty level, and to improve our employer health insurance plans 
to cover not only prenatal and infant care but catastrophic insur- 
ance coverage for those working families. 
Thank you. 

Senator Mitchell. Thank you very much. Dr. Davis 

x>efore calling on Ms. Rosenbaum, I want to welcome our distin- 

SkfSi.S le, ? Ue i, Se ^ R °<* efeller to these hearings and ask 
whether Senator Rockefeller has an opening statement he cares to 
make at this time. 

Senator Rockefeller. I do, Mr. Chairman, but I will put it in the 
record. I am not particularly happy about the fact that Hong Kong 
and Singapore are doing better than we are in terms of infant mor- 
t u Vn. r • your ! eader ship and that of Dave Durenberger and 
John Chafee is crucial, and I am glad we are having these hear- 

Senator Mitchell. Thank you very much, Senator. 
Ms Rosenbaum, welcome. 

STATEMENT OF SARA ROSENBAUM, DIRECTOR, CHILD HEAI TH 
CHILDREN'S DEFENSE FUND, WASHINGTON, TO* 
Ms. Rosenbaum. Thank you for this opportunity to testify 
I am going to move right to our recommendations, since my time 

is snort. * 

We think the time has come to simply put into place a uniform 
program of public health benefits for low income children and fam- 
ilies. Like Senator Chafee, we believe that the issue has been de- 
* Ju l0n l and 80 exhaustiv ely that, until we can improve and 
strengthen the private insurance system to reach more families, 
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the time is long overdue for a uniform set of residual public bene- 
fits. 

At a minimum, during this reconciliation process, we think that 
the following actions are vital: 

First is enactment of S. 422, the Infant Mortality Amendments of 
1987, which has been introduced under the leadership of Senator 
Bradley, and is cosponsored by all of the members present and by a 
majority of the Finance Committee. 

The bill would do several things. As Senator Bradley has noted, 
it would permit States to dramatically strengthen their Medicaid 
coverage of pregnant women and in fact bring the program in con- 
formity with mC, the Supplemental Feeding Piogram for Women, 
Infants, and Children. The two programs together have been enor- 
mously successful, and the eligibility standards permitted under S. 
422 wouJd allow the programs to work better together. 

We would like to note that, while we would prefer that Medicaid 
benefits under the new program be extended in accordance with 
the standards that govern WIC— that is, without charge to the 
family — we understand from the National Governors Association 
and from a number of States that, without some ability to impose a 
modest premium requirement, a number of States perceive difficul- 
ties in adopting the program. Thus, we do support a slight modifi- 
cation of the original bill to permit States at their option to impose 
a modest premium on pregnant women and infants with incomes 
over the Federal poverty level. I believe that Senator Bradley is 
now drafting such a modification to this bill. 

We also want to stress that Senator Bradley's bill does not con- 
fine itself to infancy but in fact strengthens coverage during early 
childhood. This is particularly true for the very poorest children, 
who were added to Medicaid in 1984 under the Deficit Reduction 
Amendments — that is, children living under the State poverty 
level — and who will lose coverage beginning in 1988 in some It 
States if their eligibility is rot extended. These are the poorest of 
the poor children. We calculate that the incremental cost in pre- 
serving these children's eligibility in the 17 States that don't al- 
ready cover them is about five hundredths of one percent of the 
States' Medicaid outlays. These are not the kinds of costs that 
should give anybody pause. There is no question that the older chil- 
dren's provisions in S. 422 should also be included in the reconcilia- 
tion package. 

In addition, of course, we hope that the Senate will include S. 
1740 in reconciliation. As Dr. Davis has noted, the children with 
chronic illnesses and disabilities show the greatest utilization defi- 
cits. 

We also strongly endorse immediate Senate action on Senator 
Chafee's MedAmerica bill, to allow any low income family that 
doesn't have access to Medicaid to buy coverage, and to allow per- 
sons who have disabilities to buy Medicaid coverage at cost. 

We also endorse Senator Chafee's Catastrophic Illness Bill. In 
the absence of an insurance plan for catastrophically ill children, 
some program must be put into place to help families meet their 
children's high costs. And the capacity of Title V Maternal and 
Child Health Programs to respond to all chronic illnesses and dis- 
abilities has to be strengthened. 
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Finally, I would like to note that two months ago an infant in 
Mississippi died because the State, like most others, has failed to 
implement a guarantee enacted by Congress in 1984 which provides 
Medicaid coverage during the first year of life for babies born to 
Medicaid mothers who continue to remain eligible for benefits. 
Like most States, Mississippi failed to implement the program. As 
a result, mother of a baby who was never furnished with a Medic- 
aid card and who was dying, from what in retrospect appears to 
have been meningitis, sought care to no avail. The baby had not 
been given its own Medicaid card, and thus physicians refused to 
treat the infant since there was no way to bill for services. The 
baby was found dead in its crib two days after it was first taken ill 
and the time the mother first sought care, and it was buried with- 
out autopsy. 

Had Mississippi done what private insurance plans do— namely, 
permit the mother to use her own insurance card to purchase serv- 
ices for the infant until the baby's card arrived— we believe that 
the baby would be alive today. 

We therefore ask that the statute be slightly amended to explicit- 
ly require, as HCFA has failed to do, that States permit mothers to 
purchase services for iheir infants, during their automatic eligibil- 
ity period, through their own Medicaid cards until such time as 
their babies cards arrive in the mail. 

I want to note that this case was brought to our attention not by 
a local advocacy organization but by the Mississippi Health Depart- 
ment itself. It is an unmitigated tragedy that should not happen in 
any other State. 

Thank you. 

Senator Mitchell. Thank you, Ms. Rosenbaum. 

Dr. Cicco, welcome. We look forward to hearing from you. 

STATEMENT OF ROBERT CICCO, M.D., LEGISLATIVE CHAIRMAN, 
NATIONAL PERINATAL ASSOCIATION, PITTSBURGH. PA 

Dr. Cicco. Thank you, Mr. Chairman, for this opportunity. 

I will speak not from my written testimony, which is on the 
record, in light of events that have occurred in the last few days. 

I speak to you today as a representative of the National Perina- 
tal Association, an organization comprised of 10,000 members who, 
like myself, work day in and day out caring for pregnant mothers 
and sick infants. I join NPA not as a physician but as an individual 
who cares for mothers and babies. The organization is multi-disci- 
plinary and is composed of many of the health care team, with one 
common goal— that being the welfare of mothers and babies. 

As you will read in my written testimony, today is a special day 
for me. Thirteen years ago I celebrated the birth of my first son 
seven and a half pounds, term, healthy. The dreams that I had for 
him have been fulfilled. Tuesday night this week I explained to a 
mother that her child would die. Her child was one and a half 
pounds, about the weight of this book. Her child was born 14 weeks 
early. She was unable to obtain prenatal care. Her husband had a 
job but could not afford health insurance. They were not eligible 
for Medicare. Her dreams and hopes were the same as yours for 
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your children and mine for my children. Her dreams will not be 
fulfilled; her dreams died Tuesday night. 

Earlier this week I also discharged a child about the same birth 
weight, a medical success — kept alive, sent home hf Jthy, one and 
a half pounds— a success until one considers that the cost was over 
$110,000, and the mother underwent treatment during the course 
of the child's hospital stay for the depression that she went under, 
seeing the things that we had to do to keep her baby alive. 

Some of these cases that I mention are not preventable. We 
know this. Despite the best of health care, the cases will not be pre- 
vented. However, we still owe to these families at least a chance to 
deal with tLe emotional stress without having to worry about the 
financial stress, through some form of catastrophic health care. 
For, even the best of insurance companies cannot cover the entire 
cost of neonatal intensive care. 

Unfortunately, many of these cases are in fact preventable. We 
know this from statistics from other countries, who do do better 
than we do. We have fallen behind Japan not just in radios and 
VCRs but in tht saving of their children's lives. They have gone 
ahead of us, not so much by improving neonatal intensive care but 
by preventing intensive care from occurring. They have done this 
by achieving better access to health care, and this is a goal that we 
have to r**ach in this country. It will be a long range goal; it will 
not be an easy measure. 

The measures that we are talking about today are steps that we 
can take, and I hope that the Federal Government will be able to 
exert leadership. It will, however, require input from not only the 
public sector but also the private sector. 

This is a cost-effective mechanism. The bills that we see from 
children who leave intensive care are more than outweighed by the 
cost savings that will occur by providing preventive health care. 

The job that we do in the neonatal intensive care nursery is 
quite important. I love the work that I do, and I love the children 
that we care for; however, no one — not myself, not the National 
Perinatal Association, not anyone who is involved in this work — 
believes that health care will be improved through neonatal inten- 
sive care. In the neonatal intensive care nursery we are fighting 
against a stacked deck, and the only way to unstack this deck is to 
be able to enact preventive measures such as we are considering 
today. 

Thank you. 

Senator Mitcheii. Thank you very much, Doctor, for a very com- 
pelling testimony. 

We will begin the questioning in the usual manner; that is, the 
order of questioning will be in the order that members appeared 
here. I note that a vote has just begun, and as Senator Chafee wrote, 
go ahead and vote and return ,n hopes that we can keep the hearing 
going consistently. 

Dr. Davis, in your testimony you state that half of the children 
from families below the poverty line are not covered by Medicaid. 
Do you know or have any way of knowing how many of those chil- 
dren are dependents of persons who are employed, either full or 
part time? 
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„J£ u' We ^ ow ^ hat there are about 7 million uninsured 
children who are in working families; that is out of about 37 mil- 
lion who are uninsured. But we don't know exactly how manv of 
those are poor. I don t have that data. 

Senator Mitchell. Legislation is pending before the Congress 
that would mandate employers to provide health benefits. Do you 
believe that would address a significant part of the problem? And 
do you support that legislation? 

Dr. Davis I think that legislation is vcr" important. As I said, it 
would ^rv much help with the catastrophic expense problem of 
these . oiilhon children who are in working families. 
• currentlv a bil1 that Senator Kennedy and others have 

introduced that would provide comprehensive prenatal infant and 
delivery care, and would put a ceiling on the the maximum out-of- 
pocket expense that any family would bear. That would be a very 
iniportant step, and one could even take a more modest step than 
that by simply having the catastrophic ceiling and the comprehen- 
sive prenatal infant care. Senator Kennedy^ bill, I understand, 
would add about 55 cents an hour to the labor costs of employers 
A more modest bill could be done for about 20 cents an hour A 
comprehensive maternal package added to a health insurance plan 
would run about $69 per family per year, so we are talking about 
relatively modest expenditures to do this. I think it would be an 
important step to address the 7 million children in working fami- 
lies that are uninsured. 

Se na *° r Mitchell. What is the source oi that estimate? 
Office 086 estimates come from the Congressional Budget 

Senator Mitchell. I jee. The $69? 
, tor- Davis. Right. Per family per vear. It jvas originally done by a 
health pxpert by the name of Gordon Trapnell and supplied to the 
Congressional Budget Office. 

Senator Mitchell. Ms. Rosenbaum, do you have an opinion on 
that legislation? 

Ms. Rocenbaum. Yes. We support Senator Kennedy's legislation 
Obviously, we would prefer to see it enacted in its more expansive 
torm since, m the form that Dr. Davis has just descritied, coverage 
would end at birth, as I understand it, except for catastrophic ill- 
nesses and well baby care. Beyond that, of course, there are many 
children, and we estimate it is about a third of the low income un- 
insured children whose parents are not attached the work force, 
tor one reason or another, who are going to -ntinue to need pub'ic 
health assistance. 

, If tr° J r *"«edy bill in its scaled-down version is enacted, then 
there will be a terrific need still for a bill, for example, like Sena- 
tor Uurenbergers, because these families, unless their children 
become desperately ill, will not have access to ongoing primary 
care; there will still be a need for Senator Bradley's bill for the 
millions ot children in families who are not connected to the work 
place and for the pregnant women who are not connected to the 
work place. But we are supportive of Senator Kennedy's bill 

Senator Mitchell. Dr. Cicco, in your written statement, you 
state that in 1984 more than 20 percent of all births in the United 
. tes were to women who failed to receive prenatal care during 
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the first trimester. Do you believe this is attributable to lack of 
funding for prenatal care, or simply a lack of education, or are 
they related? Is it both' 

Dr. Cicco. They are '*x>th. The Jack of funding has been there, but 
the lack of implemer cation fo* that funding I helieve is also there. 
Some of the funds th at I believe have been earmarked for provision 
of prenatal care ha\e not been utilized necessarily in the proper 
way. There are still i^eople in my home city of Pittsburgh, for in- 
stance, where black infant mortality is one of the highest in the 
country, that our feeling was 'hat the care, although it was 
present, oftentimes was not accessed because it was not being deliv- 
ered in a way that it was providing the quality that other people in 
the society were obtaining. 

There needs to be work both on not only the funding but the 
quality availability of that care to the segment of the population 
we are trying to hit. 

Senator Mitchell. Thank you very much. 

Senator Durenbeiger? 

Senator Durenberger. Thank you. 

I appreciate George shifting from what we all agree on to what 
we might not all bgree on, because it gives me an opportunity to 
say something about responsibility. 

There is a propose in Congress to expand catastrophic health 
care coverage for the elderly in this country, and we are all cheer- 
ing because it has on income test factor to it. But then, along 
comes the great bonanza of a freebee, and the tradeoff to income- 
testing your access to the system is that you are going to get free 
drugs, but only after you pay the first $600 or $700. Again, a 
system that discriminates against those who are less well off. 

There is also a proposal that, if the States save anything—which 
they will — on Medicaid by going to catastrophic, then the savings 
have to be plowed back into elderly health eare. Again, there is 
nothing wrong w^th it, it is a very important benefit, but I don't 
see any reflection of the fact that we are putting an awful lot of 
resources in this country into health care through the Medicare 
and the Medicaid systems for older persons. 

You have all reflected on the value of the mandated employer in- 
surance. I just have to say, that if we have got another $500 billion 
a year to spend on health care, okay, that is fine; but I don't think 
we do. The States are paying 42 cents on the dolla" right now to 
doctors and hospitals for Medicaid. All of these stone? we heard 
here today are about States not standing up to their responsibility; 
but a lot of States don't have the capacity to do so. 

It strikes me that if Lee Iaccocca can get $380 a month in tax- 
paid health insurance, we are going about this emplwment subsidy 
in the wrong way. Before we mandate ull of that kind of activity on 
every employer in the country, maybe we ought to be looking at 
different ways to use some of tuose subsidies. 

I don't have a question. I have to go off and vote, but I would 
hope that this line of questioning which deals also with the broader 
issues rather than the specific can be carried by tho&e of us who 
really care about children in this society. 

I don't think it is a matter of taking anything away from the el- 
derly or away from employed persons to give to children; it is a 
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matter of focusing what we currently do. And all of you have been 
very involved in formulating health policy here in this country and 
know what I am talking about. I trust that you will continue, on 
behalf of children, to ask those of us who are adults in the society 
to look at the way we misuse the benefits that we already get from 
the system, and to help those of us who are trying to reorient those 
benefits. 

Thank you. We will all be back in a couple of minutes. 
[Whereupon, at 10:52 a.m., the hearing was recessed.] 



Senator Chafee. How far have we gotten? Has Senator Mitchell 
asked his questions? 
Dr. Davis. Yes. 

Senator Chafee. He has completed? And Senator Durenbenrer? 
Dr. Davis. Yes. 

Senator Chafee. He has completed. 

Let me ask Dr. Cicco: I know this is guesswork, but what per- 
centage of the low birth-weight babies are born could be delivered 
at full weight and healthy weight if there was proper prenatal 
care, would you guess? 

Dr. Cicco. I think there is a very real chance that we could 
reduce the incidence of low birth-weight babies or the incidence of 
prematurity in this country from its current 7 percent down to 3 to 
4 percent. 

Senator Chafee. In other words, you think you could cut it in 



Dr. Cicco. Yes. 

Senator Chafee. Ms. Rosenbaum, do you agree with that? 

Ms. Rosenbaum. Yes. Certainly, in 1979 the Surgeon General felt 
that by 1990 there was no reason why we cculdn't reduce low birth- 
weight to 5 percent of all births, yet we are 25 percent over the 
mark. So, we will not even reach ihis modest articulation of the 
goal. 

Senator Chafee. How about Dr. Davis? 
Dr. Davis. I don't have a comment on that. 
Senator Chafee. No guess? 
Dr. Davis. No. 

Senator Chafee. I must say that is a startling statistic. If you are 
right, even close to right— in other words, if you don't cut it by 50 
percent but if you cut it by 15 percent— financially, the Federal 
Government would come cut way ahead. 

I have been working with a figure— whether it is accurate or 
not— of proper prenatal care for a mother could cost $700. Is there 
any significance to that figure? Am I right? 
Dr. Cicco. Probably somewhat more luau that. 
Senator Chafee. Do you think it is more than that? 
Ms. Rosenbaum. Well, including the delivery it would be higher, 
but the Institute of Medicine in 1986 put the actual cost of the 
package at a little over $400. We have used estimates of $700, 
which include nutritional supplementation. We estimate that an 
fntire maternity package would cost anywhere between $2,500 and 
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$3,000. 
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Senator Chafee. And, on the other hand, I don't find the figure 
you used, Dr. Cicco, of $110,000 to save a low birth weight baby out 
of range. Would you? Would that be very high, would you say? 

Dr. Cicco. That is higher than the average. The average charges 
or costs to a child who comes through the premature nursery are 
lower than that, but they are still upwards of $25-30,000. But some 
of those babies are babies who require very short hospital stays; a 
small segment 0 f those babies are children who require months and 
months of hospital stays and sometimes will incur charges of great- 
er than $20C,000. 

Senator Chafee. Dr. Davis, you are supportive of the concept of 
the Medicaid buy-in for the so-called "uninsurables," and that is in- 
volved with the legislation I have which we call MedAmerica 
which permits this buy-in of the Medicaid. The question is: If we 
change that law and make it a State option, do you think many 
States would opt to do it? Or do you think it would be so small, it 
would be practically a demonstration project? 

Dr. Davis. I think we get a variable response when States are 
given an option. I think that wha f we have seen, in giving the 
States the option to bring in pregnant women and young children 
up to the Federal poverty level, is that you only get a f Hrd to half 
of them willing to do it. On the buy-in, since there would be less of 
a fiscal impact on the States, they might be more willing to do it. 
So, I think that a three-pronged approach, having some minimum 
standards that the States must do, having some minimum stand- 
ards that employers must do, and then filling the gap with buy-in, 
is certainly the right approach. 

I personally would favor some subsidies of the Medicaid buy-in if 
you are below 150 percent of poverty, for example. 

Senator Chafee. One of the witnesses mentioned Connecticut. 
You listed a series of States and had Connecticut as sort of one of 
the ones not behaving themselves. That seems odd to me. Do you 
remember who that was that mentioned Connecticut? It is not thai 
I am carrying the cudgel for Connecticut, but Connecticut usually 
does 

Dr. Davis. I think, in terms of States that have acted to bring 
the coverage of pregnant women and infants up to the Federal pov- 
erty level, Connecticut is one of the States that is expected to do it 
later on this year, but has not yet done it. However, I don't think I 
had a specific reference to Connecticut. 

lis. Kosenbaum. I am not sure where it may hav^ "ome up. Cer- 
tainly, Connecticut is a State whose public health programs are 
probably less than one would expect in a State. Being a native Um- 
necticutite, I can say that Connecticut's p ograms are less than one 
would expect in a State as well-to-do as Connecticut is. 

Senator Chafee. I think Connecticut is usually listed as the 
wealthiest State in the country. 

Ms. Rosenbaum. Yes. And for example, Rhode Island and Minne- 
sota, Massachusetts and Michigan now have universal maternity 
programs for women with incomes under 200 percent of the Feder- 
al poverty level. Connecticut does not Those four States have out- 
stripped Connecticut in a number of ways. 

Senator Chafee. I see Senator Weicker, and I see that Connecti- 
cut is going to be straightened out very quickly. [Laughter.] 



ERLC 



40 



Although, I also did see on this list Minnesota, too. 
*k u T }& t Bo6e ? h&um > I want to thank you and CDF for all 
*u P »?°!?A have . pven 118 111 developing the Medicaid proposal 
and the MedAmenca proposal. What do you think the StatesWill 
do if there :a an optional thing? 

Ms. Rosevbaum. Well, we certainly have been heartened by the 
D^KS^rf 0 thC ? 86 Am en dments, Far more States than haveeve? 
picked up an option before have picked up the new option to cover 
poor pregnant women and infants. 

n. 1 **^ that there a l e certain er° u P s of individuals and families 
that btates appear to be extremely interested in covering. The ad- 
vantage of MedAmenca is that benefits are offered in what is akin 
to an insurance plan, as opposed to more attenuated grants pro- 
™,Tw'f^ f 1 * P ro ^ ams ' or what have you. There may be a 
number of States that are now covenng certain individuals under 
less than insurance programs, who would convert their programs; 
there would be other States who would expand and strengthen 
their own indigent health efforts. 
So I think the proposed has been made at a very opportune time, 

52* 18 8 ^ d ^ of ferment at the Statelevel, and 
would expect a reasonable State response to the option 

benator Chafee. Let me ask you a final question: We have been 
K^ D man J^ ear8 ~ you 1 .. have ^^ed, CDF has testified, Dr. 
h*. th e re is nothmg particularly new as far as the statis- 

*S ^tjf.^tuation; what is the matter? Why don't Americans 
^™$7 g ir ore A excl ted over this? How can we have a situation 
where 61 million Americans have no health insurance, and where we 
have as Senator RockefelJer pointed out. an infant mortality that 
S5Sl rt^i* the 20 L m , dust rial nations? Is it up to this committee 
to use this place as a bully pulpit and do more to sound the alarm? 
What is the matter, anyw ay? 

k„™ .^Ll^S U is 8 TP* of P° litical act > on ; * think we 
jl ^/Tu the reae Y ch how important it is to have better 
coverage of children up <*> the age of 18 and pregnant women. 

r' y ' the bud K etarv situation has been the main stumbling 
mock, it is expensive to have complete coverage of the er-iire 37 
million who are uninsured. But it strikes me there is an incremen- 
tal way of dealing with that problem that is quite reasonable in 
fZZL 8 fiT bud * et "y situation, and that is to take incremental 

steps for the poor under Medicaid, and also 

benator Chafee. Wnat is the first step you would take' 
b y -_ S ' ^ogress has already taken some small steps 

Senator Chafl What we did last year in the Reconciliation? 
„„! r ;I™' Y '^' requiring the States to cover pregnant women 
and infants gradually up to the age of five under AFDC standards 
and giving them the option up to 100 percent of poverty. 1 think 
thj maximum age needs to be raised from five to eight, and then 
actually on up over time. 

f^hpTnV^sa"'^ 6 iZ n ' 1 lose those children «nder Medicaid in 
S?rtL«r ' 19 ?' - 6 ? the coverage would drop is the most impor- 
tant thing .o do. bo, I would start by worrying about that groupT5 
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to 18; some of them are even below the State AFDC standard, but 
are not covered by Medicaid. 
Senator Chafer. Ms. Rosenbaum? 

Ms. Rosenbaum. I agree completely with Dr. Davis. I also would 
add that I don't think we have to choose; I think that we don't 
have to decide that we are going to move this year on pregnant 
women and then another year on children and maybe go from 50 
percent to 100 percent to 150 percent. If one looks at the overall 
costs of a residual, gap-filling approach that would put into place 
over a several-year period a program for families below 200 percent 
of the Federal poverty level, the cost is actually very modest par- 
ticularly comparing to what the Nation spends in tax expenditures 
onprivate insurance. 

Senator Chafes. This is with the Medicaid? 

Ms. Rosenbaum. Yes, through a program, until such time as we 
can figure out — if that is the course we choose— how to beef up the 
private system. We cannot wait for the private system to right 
itself without strengthening the best public health program we 
have for families. 

Senator Ckafee. Which is Medicaid? 

Ms. Rosenbaum Which is absolutely Medicaid. In fact, there are 
data that show that low income children who have illnesses receive 
more health care through Medicaid than children who are private- 
ly insured, because the coverage is more comprehensive and deeper 
and not subject to arbitrary limits. 

Senator Chafee. Dr. Cicco? 

Dr. Cicco. I would add to that, Senator, only that when you ask 
why this is not a more talked-about problem, part of the problem is 
that the largest segment who are involved in infant mortality are 
also involved with a multitude of other socioeconomic problems are 
not able to speak out. And those who are not in that group don't 
consider it aproblem until they happen to have a baby who is born 
premature. Then you get their involvement in a parent group, then 
you get them speaking out. But the average middle class American 
does not think about the possibility of having a premature baby. 

I c^n't tell you the number of times when a middle class mother 
will have a baby born prematurely, in the nursery, will make the 
statement, "I never thought this would happen to me." When it 
does happen, people come out of the woodwork, people who have 
had premature babies; but it is not something that is on the top of 
their mind at the time that thev become pregnant. Some form of 
public awareness that this is in fact a problem, which I believe can 
stem from the public sector, I think would be very important. 

We all have to realize, too, that the largest segment, again, the 
poor people of this country, may be out of work and not involved 
with a lot of the private sector, and we need to make the private 
sector realize that this is an important part of the country that will 
need to be dealt with, because the cost of the care that these chil- 
dren require and the outcomes of these children impact on every- 
body in this country. 

Senator Chafee. Senator Rockefeller? 

Senator Rockefeller. Mr. Chairman, just one basic question, 
perhaps for Ms. Rosenbaum or for any of you who might want to 
respond. 
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West Virginia is rural and poor. In terms of teenage pregnancies 
among Whites we are second in the country and among the general 
population we are about fifth. In infant mortality we are seventh- 
wors t in the country. There was a time that our statistics were get- 
ting better— there was more money, and our efforts were working 
But now it is getting worse again, not only in West Virginia but all 
over the country. 

What is it that a rural woman, in Appalachia or elsewhere, who 
■ «ri iave ne ? lth durance and who is poor— what does she 
lack.' What services and attention does she not have to help her- 
self, on the one hand; and on the other, what is it that a middle 
income woman let's say who does have insurance do? Just give me 
a brief description. 

Ito. xta^BAUM. Yes. First of all, I think it is important to note 
that, for women who have been lower income all of their lives, pre- 
natal care really shouldn't start at the time that they become preg- 
nant. Many lower income women have grown up in lives of health 
deprivation and thus enter a pregnancy in reduced health status, 
lhey may be suffering even by their early twenties from a host of 
illnesses and conditions that do not affect upper income women: di- 
abetes, hypertension, other kinds of problems that can complicate a 
pregnancy. 

So, it is important to understand that lower income women are 
n °L! n / r 5 qU f nt , y ^ginning a pregnancy in reduced health status. 

oecond 1 of all, of course during the pregnancy prenatal care is 
vital both for the outcome of the baby and for the mother's out- 
come. Something I don't think is well understood in this country is 
maternal mortality. The numbers are very low, compared to infant 
mortality yet maternal mortality rates are shockingly higL in the 
United States. Moreover, one-third is estimated to be preventable. 
And so we find women who are not getting the prenatal care that 
would prevent low birth-weight births, they are not getting regular 
checkups, they are not getting nutritional supplements, they are 
not getting thorough medical examinations and treatment for, for 
example, early signs of pre term labor and other conditions, and 
they are also not having their own health attended to, which can 
be fatal to them. 

Additionally, and I think this is also particularly sh .^ng, 
women who are low income and uninsured are to an alarming 
degree in the United States not having what is called a "risk-ap- 
propriate delivery. It has been estimated that our infant mortality 
rates could be reduced by about 20 percent if women who were at 
medical ns»; were being delivered in appropriate facilities. 

Now, there are many women who present low rfc' s who can 
have home births or birthing center births, or births in a lower 
level of hospital; but there are a number of women who must, for 
their own health and that of their infants, be delivered in an ap- 
propriate facility. In fact, we had one public health official recently 
tell us quite explicitly that in her State— this was Kansas— the Re- 
gionalized Perinatal System is for insured people. What she meant 
was that there was no way to get lower-income uninsured pregnant 
women preregistered for a risk-appropriate delivery at a proper in- 
stitution; they must show up in emergency labor at any hospital 
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that will take them in. The transfer of a baby after birth is far 
more difficult than a predelivery transfer. 

And finally is the issue of infant health care. -Families who have 
suffered all of these deprivations during the perinatal period will 
continue to suffer those deprivations for their babies, as in the case 
of the Mississippi baby's story that I related. I would add that West 
Virginia has just in fact enacted the new 1986 Medicaid amend-, 
ments. The West Virginia Legislature rallied to push them through, 
and after many close calls they were in fact signed into law. These 
amendments should more than double, we think, the number of 
women in the State who are eligible for Medicaid. 

Dr. Cicco. I would add to that our observations that infant mor- 
tality had been dropping for a number of years, prior to the last 
few years, is true, but relate it primarily to the fact that technol- 
ogies in the neonatal intensive care nursery were improving, and 
our ability to keep a baby who weighs a pound* and a half alive 
have improved. What had not changed during the time that infant 
mortality and neonatal mortality was dropping, what had not 
changed, was the incidence of premature labor and premature 
birth, which ultimately is the key issue, which is ultimately why 
other countries do better than the United States— it is that they 
have lower rates of premature births. 

We felt very comfortable because our neonatal and infant mor- 
tality was dropping and dropping and dropping, but it was drop- 
ping for the wrong reasons; it was not dropping because we were 
doing a better job in preventing premature births, we were doing a 
better job keeping those babies alive. And that better job has come 
at an extremely great cost to the health care system. 

Senator Rockefeller. That is the $110,000 that you were talking 
about? 

Dr. Cicco. Right. 

Senator Rockefeller. One final point on that: Often, at least in 
Appalachian rural areas, you get people who are afraid of author- 
ity figures. That could mean Taw enforcement; it could also be a 
doctor. In other words, people can even believe that if they bring 
their problems tc somebody who might be able to do something 
about them, their worst expectations will be realized. I remember 
this very well from my days as a VISTA volunteer in West Virgin- 
ia. In the community where I was working there were no doctors, 
and there were no doctors who ever came there or got close to 
there. You could bring out a medical service — for example, a pap 
smear—but people would stay away Iroin it because it was medi- 
cine. Medicine might judge something is wrong. It is authoritative 
and frightening, and therefore people staved away from the serv- 
ice. Now, that could be habit; that could be a habit easily broken. 
Is that a problem? 

Dr. Cicco. I think it is. When Senator Mitchell asked me before 
whether or not I felt that it was more than just a matter of money, 
there is no question that it is. 

Many of the population that we are talking about are not aware 
of this being a problem. Thev are not aware that their baby's 
chances of dying are greater than in some Third World countries. 
We need to bring that education in. We need to let them know that 
in fact the situation does not have to be as it is. And in fact there 



ERIC 




44 



are things you can do about it, if in fact we not only provide the 
prenatal care but educate people that obtaining that prenatal care 
will improve the outcome of their children. 

Senator Rockefeller. So, it is not just making the service avail- 
able but creating the feeling that the service, if used, is useful. 

Dr. Cicoo. And netting the service up in such a way that it is a 
quality service and not one that belittles the patient. 

Senator Rockefeller. Thank you. 

Thank you, Mr. Chairman. 

Senator Mitchell. Thank you, ladies and Dr. Cicco. 

We are pleased to be joined now by our distinguished colleague 
Senator Weicker of Connecticut. 

As the Chairman of the Senate Subcommittee on the Handi- 
capped, and as Chairman of the Senate Appropriations Subcommit- 
tee on Labor, Health and Human Services, and Education for six 
years, Senator Weicker has contributed as m^ch as any person in 
our nation to the protection of the health of the American people 
and to children and handicapped and others who face difficult 
times m our society. 

„ r S ?' 1 W( v *** genuinely honored and pleased to have Senator 
Weicker here with us, and we look forward to your testimony, Sen- 
Senator Chafee. Mr. Chairman, could I just say one thing? I 
think we are fortunate to have Senator Weicker here. As you said, 
he has been a leader in this field for so many years, and he is p 
man whose opinions are not masked in any way. You know where 
Senator Weicker stands on any issue. And on these issues, plus the 
issues you mentioned, Mr. Chairman, he has been a vigorous and I 
might say loud voice in the area. I think every American has bene- 
fited from his tremendous efforts in this area. So, I want to share 
in the welcome to Senator Weicker. 
Senator Mitchell. Would you like to welcome Senator Weicker'' 
Senator Rockefeller. Yes, I think he is a great Senator, too. 
[Laughter.] 

Senator Mitchell. This is all coming out of your time, Lowell 
[Laughter.] 

STATEMENT OF HON. LOWELL P. WEICKER, JR., U.S. SENATOR 
FROM CONNECTICUT 

Senator Weicker. Thank you all very, very much for your very 
decent and very Kind remarks. 

Before I get into my testimony, if I can just make one remark, in 
listening to the distinguished witnesses you have before you you 
know there really shouldn't be any mystery as to this matter of in- 
creased infant mortality, low birth-weight babies. Everybody thinks 
we can do this little budget-cutting act around here and there are 
no consequences to be paid. Well, there have been consequences to 
be paid, and they have invariably been paid by those who either 
have no voice at all— the unborn or those just born, or the poor or 
whatever have you. 

The fact is, when we cut maternal and child health care, and 
when we cut the community health centers, and these women are 
arriving in the hospitals in labor and that is the first time a doctor 
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has ever seen them, there is your problem right there as to low 
birth-weight babies, infant mortality, and the rest. 

As was indicated, the technology certainly has been soaring, and 
the expertise has been soaring as far as personnel are concerned; 
but the availability of that prenatal care, that has not been soar- 
ing. That has either been level or going down, or non-existent. So 
that is the type of money which we invest here that has enormous 
consequences, not just in human terms but in economic terms, be- 
cause I think you are well aware as to the difference; between 
caring for a regular birth-weight baby and a low birth-weight baby. 
It is a tremendous disparity as to what the cost is. 

I would suggest, for those of us who want to cut down that mor- 
tality rate and the low birth-weight rate, that we take a look at 
those programs which to some degree at least, and a great degree, 
will accomplish that fact. 

I am very upset over the fact, for example, that in my State of 
Connecticut, which is the wealthiest in the nation, the infant mor- 
tality rates in Hartford and New Haven are as bad as they are in 
many Third World countries— in this wealthiest of all States, in 
these two most sophisticated of all cities. And that situation exists. 
It is absolutely intolerable, I think, and it should be to the people 
of Connecticut as well as the people of this nation. 

Mr. Chairman, I thank you and your subcommittee for holding 
this important hearing today. There is a dire need to provide assist- 
ance to families who have children whose illnesses are not only a 
crisis of health but a catastrophy of family finances. 

Last spring I introduced legislation which seeks to address this 
pressing issue, and I welcome the opportunity today to speak to the 
problem. 

We hear a lot these days about providing catastrophic coverage 
for senior citizens, and well we should. But we must not forget that 
a child's illness or injury can be just as debilitating for a family as 
that of a grandparent. Private insurance and Medicaid do not pro- 
vide adequate coverage f *>r seriously ill children. 

Whether it be the absence of any insurance whatsoever or not 
enough insurance, or the cost associated with the deductibles, co- 
payments, and the exclusion of some types of care — all these fac- 
tors add up to overwhelming financial as well as emotional bur- 
dens on the families in question. Under the present system, no 
family is immune. Often young parents have no savings; and, even 
if they do, those savings are quickly spent, and soon they face a 
permanent mounting debt in order to provide the care their chil- 
dren need. 

I recently learned of a boy in Connecticut who was found to have 
acute lymphocitic leukemia. When this disease went into remis- 
sion, bone marrow transplantation was advised. His family discov- 
ered the cost would amount to $100,000; and furthermore, most 
treatment centers require a guarantee that the family be able to 
pay should insurance fail to cover the expense. In this child's case, 
the HMO to which he belonged had no provision for bone marrow 
transplantation. 

Consider this family's predicament. They can't say, "Sorry, son, 
we can't afford it," The only choice they have is overwhelming debt 
or death. 
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Take another example, which I didn't include in my remarks, on 
the other side of the spectrum: My good friend Nick Bonoconti, 
who has a young son Mark who received a spinal cord injury in a 
football game, and who has been doing a fantastic job in recuper- 
ation. Nick, who is the president of the U.S. Tobacco Companyin 
Ureenwich, had insurance— the corporation had insurance. They 
could afford the unbelievable cost for Mark's care and hopefully for 
his eventual rehabilitation. What other family could? And Nick 
nimselt, being the personality he is, goes out and works on behalf 
ot not only his son but other kids in the same predicament day in 
and day out, raising money for it. But that is a fortunate situation, 
from a parent s point of view, as he looks upon his child in that 
condition. 

So whether you are talking about the Nick Bonoconti's of this 
world or the persons with no names and no money, the situation is 
the same: It is a terrible tragedy and a very expensive one. 

A point I also want to make, because it it not in these written 
comments of mine, is the fact that when it gets to the business of 
wno has the voice and who doesn't have the voice I understand, as 
1 said before, the necessity for catastrophic health insurance as far 
as the elderly is concerned. I don't dispute that; that should take 
place. But you know as well as I do that the reason we are moving 
on that first is because of the political impetus behind it— they are 
voters* 

Thu constituency which we are speaking for here has no votes- 
they have no votes. But it seems to me that we have got the power 
It we want to exercise it, we can exercise it on behalf of both those 
that have the votes and those that don't. 

A recent nationwide study determined that parents of leukemic 
children spend 38 percent of their adjusted gross income on health 
care for their sick child-38 percent. These- out-of-pocket costs 
'mounted to an average of $29,700 per family in 1985. 
.. But .!;» not just leukemia that is burdening families. Remember 
the children with cystic fibrosis, cerebral palsy, muscular dystro- 
phy, hemophilia, sickle cell anemia, congenital heart disease, trau- 
matic spinal cord injuries, burns— the list goes on. 

Now, under S. 1283, the Medicaid Catastrophic Coverage for Chil- 
dren Act, families become eligible for coverage based on the per- 
centage of their adjusted gross income they spend on medical ex- 
E*?V A1 States will be required to adopt this program, guaran- 
teeing that families from Connecticut to California will be on an 
equal footing. And once the child is covered, a multi-disciplinary 
care coordination team consisting of family and health profession- 
als will design a plan to si It the child's specific needs. 

In addition to the mec ,al and financial problems, a child's seri- 
ous illness creates other dene health care must be coordinated 
with the routine activities of the family and the needs of the other 
children, and the families must '.earn about community resources 
and how to deal with the bureaucracies and the special rules relat- 
ing to reimbursement and eligibility for health and school services. 

An health care management team must be an integral part of 
any successful program. 

All of us in this room who have studied this issue are aware that 
data on catastrophically ill children and their families are sorely 
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lacking. We do know there are 37 million Americans without any 
health insurance, and that 30 percent of these— 30 percent of 
these— are minor*,. 

As you know, Senator Kennedy and I have introduced the bill 
relative to mandated health benefits, and I have got to tell you, 
you ought to see the flak that I am getting on that one. 

I don't know how this nation can sit around, while 37 million 
people, 30 percent of /bich are kids, have no medical coverage. 
"It's too expensive." Well, just out of curiosity, how do these people 
get taken care of now? I will tell you how they get taken care of: 
By an ad hoc system that is far more expensive than any sort of an 
organized approach to help kids, because as a nation we are going 
to take care of them one way or the other, and I think what we are 
proposing— whether it is this bill that I have before you or the 
other, and I know I am just talking on this one— if we will direct 
our efforts into a well-planned effort, believe me it is far less ex- 
pensive than that which we assume in an ad hoc fashion today. 

Mr. Chairman, I have to be on the floor because of the conclusion 
of the warped bill embodying the War Powers legislation. I would 
like to include the remainder of my statement for the record. 

I want to thank you. I know each one of the gentlemen on the 
panel here. I know how each one of you, on every one of the issues 
I have mentioned, has interested themselves in the lives of those 
who have no voice and no vote. And believe me, you have got my 
deep respect for that. There is nobody to thank here, but I think 
among ourselves we know who is doing the job, and I know the 
three of you are. 

Thank you very much. . 

Senator Mitchell. Thank you very much, Senator Weicker, for 
your very impressive and compelling testimony. 

Are there any questions by any members of the panel of Senator 
Weicker? Senator Rockefeller, do you have any questions? 

Senator Rockefeller. No. 

Senator Mitchell. Thank you very much, Senator. 
Senator Weicker. Thank you. 

Senator Mitchell. The next panel includes Jerome Paulson, 
M D , member of the Council on Government Affairs, The Ameri- 
can Academy of Pediatrics; Charles E. Gibbs, M.D, ^Tie American 
College of Obstetricians and Gynecologists, who is San Anto- 
nio, Texas; and Mr. Robert Sweeney, President of The National As- 
sociation of Children's Hospitals and Related Institutions. 

Good morning, gentlemen. Welcome. We look forward to your 
testimony, and we will begin with Dr. Paulson. 

STATEMENT OF JEROME PAULSON, M.D., MEMBER, COUNCIL ON 
GOVERNMENT AFFAIRS, AMERICAN ACADEMY OF PEDIATRICS, 
WASHINGTON, DC 

Dr. Paulson. Good morning, Senator. I am Jerome Paulson, a 
pediatrician and a fellow of the American Academy of Pediatrics. I 
am here today on behalf of the Academy, selected other pediatric 
organizations, and multiple groups from the Consortium for Citi- 
zens with Developmental Disabilities. 
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Given our time constraints, I am going to focus my remarks on 
the issues of catastrophic health insurance for children the Mater 
EtLS? Health Bl0Ck Grant ' and vaccine com^nsitionTegls: 

whoL^n;^/' th ° Ugh ' 1 WRnt to underscore that the groups on 
MedJcaW JSLL™ a Pf earm g stron gly s «PPOrt enactment of the 
Medicaid expansions eloquently described by Sara Rosenbaum In 
particular we urge inclusion of S. 422, Senator BrSley's Infant 

plc&^stt±tl3 ife mt fr* in . the budget -SifiK 

ShUVSh 70 nS f^ 8tS ? $65 milllon ' thls Proposal would poten- 

2 of five W&EP5& 7 'V" a ?, d 239 ' 000 chUdren under the 
age oi live in 1988— a relatively small amount of monev tn nmvi^o 

coverage to some of those who are most in nSJ LW?£5 TS? 

thTnk7h?w ra ?^ g this Progressive set of amendments and we 
thank the rest of the panel for cosponsoring the bill 

The issues surrounding catastrophic health expenses incurred bv 
SS2S ^underlying problem of uninsurancelndSer-S 
surance are significant and profound. Although a true T solution to 

Sn p "he^L r T ire ^ 8 thoro v^ d ™£fiy?SE£ 

nation, there are significant proposals before you which deserve at- 
tention, proposals that are consistent with previous MedXd I ex- 
pansions and which would set the stage for consideration a more 
comprehensive catastrophic policy for children. 

Ut particu ar note is Senator Chafee's MedAmerica Act of 1987 
The proposal addresses some of the major barriers to ins^u ranee 
Zf^f J° r ft™™ ^ who are h«t Sn 

confronted with catastrophic health care costs. W PapplSid tou 
Senator Chafee, for your thorough analysis of the policy ^ues in 

S, E*J2!Y Cr ^ tiVe &Ppr0ach t0 their resolution 
we S thJ?^ enCa ambitious to be enacted in toto, 

we teel that one component deserves special attention Persons 

Tl P T^ tmg C0 u nditi0nS Wh0 have ^ defied insurance Sr 
Pulcha^MeS^^^ should * -nSSSa to 

£ : SEsigE fiLt miniraum ' this concept 

"ASM 

lent Medicaid amendments for children with chronK flfoess and 
children with disabilities. We thank Senator DureXrger for put 

Pr ° P< TL t0getl ? er ' which is uni< l ue ^ thaf U would altow 
™. u to J eXtend Medlcaid coverage to children with chronic : illne£ 
and children with disabilities in families whosTincome S under 

11 ff' - en i,° f - P 0 ^^ and under the Sam would 

be furnished in accordance with an individualized wE health 
care management plan developed under the direction oflSe del 
nated case-management agency. The plan would emphasizV the de- 
livery of services in the least restricted setting, w?th a?^m?hasS 
on family-centered community-based services emphasis 
Ihe need for this legislation is clear and pressine An estimate 
5 percent of all children under age 18, or 3 Sn chUdren 3fS 
from a chronic il ness or disability that significant^^ their 
^fand toly activities. 0ver 1 mil ' ion children with L o^s illness 
and disability live below or near the poverty level. Several hundred 
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thousand of this group are completely uninsured, many others 
underinsured. 

Therefore, we strongly urge you to enact S. 1740, the Medicaid 
Amendments for Chronically 111 and Disabled Children, as part of 
reconciliation. This legislation is consistent with previous Medicaid 
expansion, would facilitate the development of a coordinated, com- 
prehensive delivery system at the State level, and would help serve 
children who are most in need. 

As previously noted, a comprehensive solution to these problems 
is not at hand. In part, this is a result of the lack of a thorough 
evaluation of the situation. For example, the Maternal and Child 
Health Block Grant, which is an extremely important program for 
children, has not been examined through a hearing since its incep- 
tion in 1981. For these reasons, we urge the committee to hold a 
series of hearings on children's catastrophic health expenses, chil- 
dren's access to health care, and the ability of the Maternal and 
Child Health Block Grants, Medicaid, and other child health pro- 
grams to meet the complex and changing needs of today's children 
and their families. f 

For the same reason, we urge enactment of Senator Bentsen s 
Commission on Children to provide another focus for the review of 
federal programs for children. 

Finally, we urge the committee to adopt a financing mechanism 
during reconciliation for the Vaccine Compensation Law. Although 
this important program was passed last year, the law does not 
become operative until a funding mechanism is established. Specif- 
ic recommendations will be provided to you pending House action. 
Until this issue is resolved, vaccine prices will continue to rise, and 
children will remain at risk for totally preventable diseases. 

Thank you. 

Senator Mitchell. Thank you, Dr. Paulson. That is a commenda- 
ble standard of timing that you made, that other witnesses will be 
hard-pressed to meet; but we look forward to their effort. [Laugh- 
ter.] 

Senator Mitchell. Dr. Gibbs, welcome. 

STATEMENT OF CHARLES E. GIBBS, M.D., THE AMERICAN COL- 
LEGE OF OBSTETRICIANS AND GYNECOLOGISTS, SAN ANTO- 
NIO, TX 

Dr. Gibbs. Thank you, sir. 

Senator Mitchell, Senator Chafee, this is a new experience for 
me; I hope you will excuse my nervousness. 

I am an obstetrician and gynecologist finishing up 40 years in 
that work. My credentials include being on Governor White's Task 
Force on Indigent Health Care which, when it offered its report 
two years ago, resulted in the enactment and funding of five differ- 
ent pieces of legislation directed at the care of indigent patients in 
our state. 

Maternity care is one of those things in which "y° u can pay me 
now, or you can pay me later." If you pay now, in terms of ade- 
quate care, you save the later payments in terms of sadness, 
sorrow, grief, and money. 



ERLC 



54 



50 



jy*J*?* ^ed a lot about infant mortality, but I think it is im- 
portant to nHize that this accounts for only 60 percent of -he 
dc^u. have not said anything about fetal deatKu if you 
are a mother who earned a b e \v for 40 weeks and delivered a stili- 
sh ^1fi ne88 ' P 8 " 1 -.^ feTief associated with that is just as 

SdXonxfe. M y dies in the nursei * on the 

°n- rep ° rt m rexa8 ' we found that our St ate en- 
^* re * 17 ? ^ Uhon every year m short and long terra costs for 

Sk!?^ ? W ne0n J atal mtensive ^ nu ^y costs, domi- 
JSS7i$? -S r ^^PP 6 * extra educational costs. Out of 
^ if l ™ . encumbered every single year, it appears to me 

T « EPn!" ? °" Mature that we could fund unproved care. 

I would like to define maternity care as preconcepticnal, prena- 
tal mterpartum, labor and delivery, and an effective follow up for 
™lSl t y T" f °" ^ m 5^ e , r atd ^ 1 would like to define 
r^n m n ^T y Z P0Verly 88 that 8tete where a couple, 

^ nf hp?^ hUSband ! a u W T^ needin 8 medical care for the 
^ of h er Pregnancy and her baby, can't pay for it. Maternity 
care today has a much broader financial range than it did when I 

Pr& ? T ' WaS l bl00d P^" 1 ' cuff - a tape measure 

Sri?* •?lV CheW,n S her out ^use she rained too much weight 
2SM"^ 1 ? trasou " d - amniocentesis, all sorts of laboratory work, 
u • Wlth nutl ?tionists and psychologists. We have to 
supply when it is appropriate, those kind* of sendees 

We have problems in insufficient prenatal care, a 1 we also have 
problems in coupling prenatal care with labor Ly. delivery It k 

thZ,2? qUen V? a u W f.i fll ? d * ^^^ity that offers prenatei care 
through a public health institution but makes no provision for an 
appropriate environment for the birth. And we are having real dif- 
Sn^ aCC T ng ^Micians and hospital for patients who are 
uninsured or who are receiving Medicaid benefits. 

all WHhTA, t? C f i ?n PlayS a /°!? i" the «"» of abcut 10 percent of 
ail births, or about 30 percent of those patients with incomes under 

l^r nt ° f FT* P" MCH BI<X * Grant P 1 ^ 8 a Tafrole in 
providing- prenatal car, but offers very little support in terms of ac- 
cessing an appropriate environment for birth. 
jEV^S ri £ n 0011686 of Obstetricians and Gynecologists sup- 
ports S. 422, the expansion of Medicaid. We support demonstration 
27, to « ll0 .w J* to figure out how best to grin Zt? 

MOT ££k ffin^A 81 !? W , e 8UDPOrt the ex P^ sion of ^e 

th™»2fe£ Grant. And we certainly support the maintenance of 
the existing Medicaid match for family planning services. An edito- 

nliirj 0 - *° V , er 10 yeare • ag0 emphasized the point that family 
planning is truly a preventive health service. And we would hoZ 

Zi™«? e iS rag / m ^tf or the States to enact the 1986 OBRA 
options for Medicaid eligibility and presumptive eligibility 

to myTbservatfons 0 ^ t0 * ^ 8nd 1 aPPredate y0Ur listenin * 
Senator Mitchell. Thank ; ou very much, Dr. Gibbs. 
Mr. Sweeney? 
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STATEMENT )F ROBERT H. SWEENEY, PRESIDENT, NATIONAL 
ASSOCIATION OF CHILDREN'S HOSPITALS AND RELATED IN- 
STITUTIONS, ALEXANDRIA, VA 

Mr. Sweeney. Thank you, Senator Mitchell. 

I am pleased to be here representing the Children's Hospitals of 
this country. We have submitted a full statement, and I will even 
summarize the summary that I had prepared. 

We come here with the basic premise that America can afford its 
children, and we would urge the committee to consider that 
premise for its modus operandi for its work in the future. 

Children's Hospitals feel a certain franchise to speak to the 
needs of children; we care for one of every 12 children hospitalized 
in the country, and about one-third of our patient population are 
either Medicaid patients or patients who have no ability to pay. 

We believe that the problem of financing children's health care 
demands a multi-faceted approach: It must ensure access to preven- 
tive health care, particularly for pregnant women and young chil- 
dren; access to public and private health insurance, to co^er a 
broad xange of acute and chronic health care needs; and govern- 
ment insurance as a last resort to protect both insured and unin- 
sured families from costs that exceed their insurance and jeopard- 
ize their financial stability. It is interesting that we do that in the 
instance of flood insurance and home mortgages, but we haven t 
decided to back up our families for the catastrophic equivalent o a 
flooid in the health care of their children. 

The legislative leadership of several members of this committee, 
including Senators Bentsen, Bradley, Chafee, Durenberger, and 
others, demonstrates a keen awareness of the breadth of legislation 
required to deal with the health care needs of children. 

NACHRI supports Senator Bradley's Medicaid infant mortality 
amendments, Senator Chafee's catastrophic bill and MedAmerica, 
and Senator Durenberger's new chronic care proposal. 

We have worked especially closely with a coalition of organiza- 
tions supporting Senator Ci afeeV catastrophic bill that would 
insure families against the must extreme catastrophic cases, those 
where expenses exceed $50,000 and out-of-pocket obligation of over 
$10,00Cor 10% of A.G.I. 

Together, these four bills represent a comprehensive package of 
initiatives to contain the problems of children's health care cover- 
age and fill in the gaps. But we are also acutely aware of tne budg- 
etary pressures on the committee as it assesses these measures. 
Congress has adopted a budget resolution that simply will not ac- 
commodate the costs of all of them. Therefore, we make the follow- 
ing recommendations for the committee's consideration when it un- 
dertakes the markup of the Reconciliation Bill: 

First, adopt the Medicaid Infant Mortality Amendments in full. 
They are fully covered by the budget resolution. 

Second, lay the groundwork for enacting within the next year 
legislation tc cover the very high-cost catastrophic cases targeted 
by S. 1537. The committee can do this by using the Reconciliation 
Bill to direct either GAO or OTA to produce studies within the 
next six months that document the extent of the children's cata- 
strophic problems. 
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a Simian? 8 ^£?- Ben * Ben ' s P^posal for the establLnment of 

iSSSSS^t&^SS: to get a broad overview of the needs of 

^additional finding should prove to be available under 
f"*^?' th f should look first to expand the 

mandates for additional Medicaid coverage under S 422 for ore* 
w?men and children. The conmuttefateo snoSd wiisKhe 
possibility of phasing in Medicaid buy-ins, perhaps XSS a ^dem- 
onstration targeting the chronically ill and disabled 
Now these are the immediate steps that can be taken. 

VA mk ' °l eT ^ e 1 W r term ' the committee would do well 
ftt^e a c 0 he at Medicaid and determine whether 

Medicaid is meeting truly the needs of American mothers aid 32- 

KiX? ^° ut M ^ dicaid buy-ins, Medicaid buy-ins would be 

m 8 n tote that 8 g00d comprehensive Medicaid 
program but if we tell people with an ncome up to 200 percent of 
BSSMfc**- S^o^Alabama, "We have now pZSHm a 
care and U or 14 ambulatory care visits during the year for their 

StetttfS^S? Effl vn ? much J ^ e mus^addr^ the 
tact that it is time we looked at America's children-not Alabama's 

ch S^ n t - not Mississippi's or Minnesota's-America's chudren 
inank you, Mr. Chairman. 

&nator^MiTCHELL. Thank you very much, Mr. Sweeney. 

vouhS^rp^w the T out8et that y° u were nervous because 
you hadn t done this before. I want to assure you that you didverv 
well and provided very informative testimony to the committed 

to°voVr X v?ews nC fl n^T the ^ ^ ° f C0Uree ^ es weight aTforee 
K r ".™' a ? d [l want to assure you that we will consider those 
and the views of others very carefully 
Dr. Gibbs. Thank you. 

Senator MrrcHEix. I wanted to ask you a question abou he 
problem of babies delivered under Medicaid. In Maine my home 

fS^fS^f^ ^ Med i Caid b * obstetricians^ a?™ 
an tune low, and I em concerned about access to quality health 

SSrienSiro^'t^ AmericanS Wh ° live in rural ar y ea5 e 0 u ? 
S „ nce in . our St a te . where we have a large number of persons 
iving in rural areas, is that they tend to have lower incomes land 
less opportunities available to them in some respecte I^ yTfmd 

ELS^K^fu f - e availabl , ll .ty is less there than in others? Or is 
iw^S^S tha - 18 u nU ^ ual ju ' ' in our S tete or region? 
Dr. Gibbs. No, sir, that's not, lm sure, unique to Maine It is a 

real prob em. One of the things I have been dLg for tL fast yea? 

and a half is go,, around to rural Texas tryinl to recru^ohvsi- 

cians into our Toud Texas supplement to Medkaid. P * 

the huflfof jSSj5 r ^ ear8 ' ° f J° urse ' on family physicians to do 
the buU of obstetrics m rural Texas, and the professional liability 
Ifnfrhf out that resource. It h^bee" ™ majo pro£ 

K nKT™ t &Sft ° f mine Pricing in Northwest 
dZf *r*?Ki5 $1500 to $6 000 a year, and he could drop it back 
AiT^hJ \?° l - h - J U8t d ldn t do the 30 or 40 births a year that he 
did. That is a significant problem in accessing care, and when you 
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access a doctor and obtain a doctor's care for a maternity patient 
in rural Texas, you access th* hospital. But if you don't access the 
doctor, if you don't recruit him or i^r, then you don't have the hos- 
pital—except for, as all the hospital administrators know, the pa- 
tient who comes in at six centimeters. They can't send them home; 
they are going to deliver them— someone is going to catch that 
baby. A terrible kind of obstetrics. 

So, to answer your question, yes, sir, it i» a problem. It is really a 
severe problem in rural America. , 

We have 254 counties. Fifty-one counties supply a public hospital, 
and four of those county hospitals don't supply an obstetrical serv- 
ice. That is not where the preponderance of deliveries are, it is only 
about 20 percent of the births in the State; but it is a lot of area. 

Senator Mitchell. Do either of you other gentlemen care to com- 
ment on that subject? Dr. Paulson? 

Dr. Paulson. Senator, I have practiced in Baltimore, Maryland, 
in Cleveland, Ohio, and now the Greater Washington Area, none of 
which constitute rural areas, and my practice has been in pediat- 
rics. All of my practice has been at either Children's Hospitals or 
at hospital-based primary care pediatric practices. However, the 
problems that you allude to in regard to access exist in urban areas 
as well, and they exist for pediatric patients as well as for obstetric 
patients. In none of the areas where I have practiced have large 
numbers of pediatricians or family practitioners been available to 
provide children on Medicaid with health care, for reimbursement 
makes it virtually impossible. And therefore, the care of those chil- 
dren generally does fall on to the primary care practices at the 
Children's Hospitals or the other hospitals in the community. 

Senator Mitchell. Mr. Sweeney? 

Mr. Sweeney. There is another tired old canard we use in the 
health care delivery system that "the poor practice episodic health 
care; when they are sick they come for it, and when they are well 
they don't do anything to preserve their wellness." And that, like 
most old canards, is probably not very accurate. 

I think our hospitals, which are part of our society and societal 
instruments, both the voluntary ones and the public ones, have 
taught the poor that they dare not show up unless they have a real 
need. And we have done that for generations. It has been inculcat- 
ed in people, and that is the way they now feel you obtain health 
care services. 

Senator Rockefeller and others mentioned earlier the question of 
the need for education. It is a crying n^ed. It is very frustrating to 
these physicians, I know, to see a youngster brought to them with a 
serious ear infection when, with early intervention, the child could 
have been treated for just a mild upper respiratory sort of condi- 
tion. 

But we have trained people that way because our society has be- 
grudged them the resources that we have dedicated to their care. 
We need to turn tht 4 ; around. I reiterate: This great Nation can 
afford its children. If it can't, then there is not a great deal of hope 
for it. 

Senator Mitchell. Thank you, Mr. Sweeney. 
Senator Chafee? 

Senator C hafee. I thank you, Mr. Chairman. 
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I would like to ask a question of Mr. Sweeney and Dr. Paulson 

^J^J°i U agree tha * we 8hould include P ieces of the MedAmerica 
proposal in reconciliation, perhaps we could include the parts that 

S 6 ? 14 ' tho8e have exhausted their private insurance, or 
those who cannot get private insurance because of some pre-exist- 
mgcondition of some nature, under the MedAmerica pioposal while 

STthSif 8t S ha r to W tbe Ml P remium of Medicaid. Do 
SWft wou *d "8 somewhere, if we put those in Recon- 
ciliation? I don t think those would be a financial drain, but it 
would get us started on some of these MedAmerica proposals. 
What do you think of that, Mr. Sweeney? 

ble hufnr^h M*** 8h0rt - term ' Sfnator, it is not only desira- 
ble, but it is probably very necessary. As you know, when we were 
working on our catastrophic proposal and presented some data to 
RXJa showed vou the extent of the fiscal damage and the emo- 
honaldamagc that were being done to families b/extremely hiX 
cost pediatric cases. One of the figures that we were able to docu- 
ment was that 97 percent of the newborns are routine in the cost of 
their care. Three percent of newborns in this country use 47 per- 
cent of the resources employed in the care of newborn. 

mSh? 8 1 thin - k J- would like vou to reP 68 * that, if you 

might That is an astonishing statistic. Could you say that one 



„n^7 , fl? ree Percent of the newborns in this country use 

up 47 percent of the resources devoted to all newborn care. And at 
the Pinnacle, one-quarter of one percent of newborn infants use 18 
percent of the resources employed in the care of newborns. 
hoKl • are f f mi , ies i generally young-that seems to be the 
baby-bearing age-fragile financially, getting started, making mort 

rr e ^ d ° in ? the things youn * famuies dTAndl^fnSiiiu- 
»wLn u 88 * he 0ne J represent can come to those families and say, 

or&WKfnr Snnfe 811 ! 1 here " your biU '" an d it is $100,000 
ahir^tVv, 0 . r / 300 > 000 - .Services were rendered, and the best avail- 
5*?? f the ,- fact remains that the family is just confronted with 
th^^me£ n Cat «strophy. There are only about 10,000 of 

wereyffX^r,,^ — 1 night jS" 1 9* tragedy that 8ix P^ple 
ZlfJfc H " *L j a x m - an earthquake-and tragic it was--and 
we talk about the devastation and the loss of property values from 

wffiSrtfc -5 b " t th u ere are 10 ' 000 feceless and nameless yS2J 
families out there m the coutitry each year confronted with this 
kind of expense. And we cph save those 10,000 people and kee D 
% t™?? 8ide 0f lhe economy with the kind of help you 
ESwutS ^merica. B »? we must recognize the UmitatiWf 
Kr^LJ U Z' ln r^ at £ mil i eS in u 80me States will benefit far 
of the & EdPrtn^ ° f 8trUCtUre 

Senator Chafer Let me ask you another question. It is my belief 
that if a side benefit of MedAmerica, the expansion of Medkaid 
Znrai n0t necessarily the totally poor families-m^other 

7* *&S?Z prop0 l al W te ked t0 you about . where they can get 
- £15 Y - f aVe exhausted their private insurance or else they have 
a preexisting condition-it is my belief that there is a side hnefit 
for getting those folks involved in Medicaid, because those folks 
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are of the educational background and are in positions in the com- 
munity that the; can call attention to what is happening in Medic- 
aid 

I think everything that has been said here today about these 
users of Medicaid in most instances are the poor, the ones whose 
voices are not heard, they are not voters, not able to get up there 
and scream to the world about what is going on. 

Mr. Sweeney. Well, I think you will find that the application 
procedure in many States would be streamlined if you were dealing 
with young families who perchance were college-educated and had 
a little more degree of sophistication about the way you go about 
things in life, and they were faced with one of these $iuu,uuu 
babies. I think the State officials might respond to that in a posi- 
tive way. _ _ . 
Senator Chapee. What do you think, Dr. Paulson? 
Dr Paui x>n. Senator Chafee, I think that would be very benefi- 
cial. As a pediatrician, I don't deal very much with the Medicare 
program; b^ one of the principles that has been held in the Medi- 
care program since its inception is that it involve people of all so- 
cioeconomic levels, and one of the reasons for that— and I think 
one of the benefits that has accrued to the Medicare program be- 
cause of that— has been the maintenance of a higher level of qual- 
ity of services than might otherwise have been available if Medi- 
care had solely been a program for the poor elderly, as Medicaid 
has been a program primarily for the poor. , , , x 
Let me also get back to the first question that you raised about 
allowing people with pre-existing conditions or who have exhausted 
their insurance to buy in to Medicaid. I think that would be a gooi 
place to start. , , , 

We know that people with chronic health conditions require a 
higher number of physician visits every year, and we know that 
people without access to insurance do not make those increased 
number of visits that their condition requires. So, providing them 
with the insurance would provide them with the back-up to allow 
them to make the visits they need, to maintain their health at an 
acceptable level, and perhaps not generate as high expenses as 
they would with no access at all. . 

Senator Chafee. One final question to Dr. Gibbs, if I might, Mr. 
Chairman, and that is: I think the point you made about the insur- 
ance— I believe that these family physicians that you have encoun- 
tered in Northwest Texas that say they are not doing the obstetrics 
and deliveries any longer because of the insurance situation, and 
then they are not delivering so the patient cannot get into the hos- 
pital—it is a terrible cycle. But we are seeing that in my btate, 
which is hardly rural. In some of the non-urban areas, suburban 
if you want to call it that, we are finding doctors who just say, 
"Forget it." They are now 60, maybe and that is just one grief they 
don't have to put up with. So they are giving up their obstretncs 
and are continuing the pediatric work, and we are in a terrible 
bind in some of our hospitals. What is the solution? 
Dr Gibbs. I am glad you asked that question. [Laughter.] 
Senator Chafee. And it must be true in your State, too, Mr. 
Chairman— isn't it?— that we don't have obstetricians. 
Senator Mitchell. Yes. 
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Dr. Gibbs. The worst thing that has happened as a result of th P 

iffS J^W™ - that it has grated" h^Toctrlrom 

we neeito £ k fir8t 811(1 that 18 the P atient - What 

^ "P"?* * he . 188,16 of financial compensation 
and support for the patient who has a bad outcome in obsteK- 

S 5 Sw dead ar baCy or 8 dan ««ed baby-from the issue oHncompe- 

gete ^^d hanT" n t ^ 40 t J e 8 J i( * ^ the patienTX 
«f u nand8 ' to recover funds. We mustn't look to that 
ton^h W ? fl ha H e # 10 h8Ve u a 8V8tel °-Please excuse the selon* 

come ^ifi 188 "^ 6 S 8 ? to - have a 8vstem where the ou£ 
„ !1 ' 811(1 the doctor 18 an advocate for the patient 
If the youngster needs neurologic rehabilitation, the mother 
needs help with grief in the case of loss, that ought to be dearth 

"ponS&T^ d0eSn,t deP6nd Upin ^ skilk bufdlS 
On the other hand, we must have more guts as physicians »nH 
you must protect us in terms of lawsuits, to deal ^ttttoSSiJS 

baa P dStoT7S b f ng With - Ml of malpracS nS 

bad doctors, m most of malpractice, the issue is that people need 

£mf th ? y ne6d h6lp to deaJ ^ the resuS ofTbad '5* 
come, and the only way to get it is to sue somebody. Well we need 

525^*5 W f e need to Provide the help, ir££8^tfft! 
cause of the bad outcome, and then where a bad outcome is due to 
madequate care because society doesn't provide it or madeauate 

£ r ve ^tirr* or ho8piteJ n ^ leCt or 

?3 J * £r £ at 88 a "P^ate ^ue. And I think if we could 
Kallv the Jn. th6I \ We WOU , id u not have doctor8 los ing what is 
tog babies PtoMant ^ ° f ° b8tetricS 81,(1 8**"!*?. deliver- 

an??^ i' fu^W 0 ^ not at ^ e 60 but dropping at age 38 
tolto ftSS S 8 , 18 the solution, and I believe it would work 
senator Uhafee. Well, thank you very much 

proDSS^^ron 81 ^ A y ° U f ? r ^ pUsh vou have given on this 
the^Js^on nV?v,J^ me ^ C ?i 1 am absolutely convinced that 
vrf he Medlcai d Program, as mentioned before by 

Thank you very much. 

Senator Mitchell. Thank you, Senator Chafee, and thank vou 
gentlemen. I appreciate your testimony. ' thank y0U ' 

the final panel includes Dr. William Hollinshead President of 
the Association of Maternal and Child Health Programs and Com 
uiissioner of the National Commission to Prevent 1Slfartatt£ 

Sfifoti^T Shipn ft S° Unty Su Pervisor, Monterey £ 
California, testifying on behalf of the National Association of Cou£ 

^?^°i^° ri f ne - W? 0 ?™ t0 you, Dr. Hollinshead; we will begin 
with you, and we look forward to your testimony. ^ 



* , 81, 



57 



STATEMENT OF WILLIAM H. HOLLINSHEAD III, M.D., M.P.H., 
PRESIDENT, ASSOCIATION OF MATERNAL AND CHILD HEALTH 
PROGRAMS, AND COMMISSIONER, NATIONAL COMMISSION TO 
PREVENT INFANT MORTALITY, PROVIDENCE, RI 

Dr. Hollxnshead. Thank you, Mr. Chairman. 

Like Dr. Gibbe, I am a little nervous with the honor and the 
decor. I will trim my testimony down substantially. 

Senator Mitchell. You are much less nervous than any of us 
would be examining a patient, Doctor. Look at it that way. 

Dr. Hollinshead. Like many of my predecessors, I am also a pe- 
diatrician, although now I am working largely on the wholesale 
side of the trade. 

The Association of Maternal and Child H' alth Programs is 
pleased to give testimony on the catastrophic care and the Medic- 
aid and the infant mortality initiatives now before the committee. 
Our members are directors of State maternal and child health pro- 
grams and of programs for children with special health care needs. 

To begin, let me briefly describe the current situation from the 
perspective of these State health programs. Simply stated, America 
is not the safest or healthiest place to be born or brought up in the 
eighties, for many of the reasons that have already been highlight- 
ed. 

In our work in the 50 States, we see that health care coverage is 
weakest for young families with children, that most low income 
families are still not eligible for Medicaid, and many eligible fami- 
lies are not enrolled, and that insurance coverage does not include 
many of the services that seem to make the most difference to good 
outcomes — services like care coordination, education, family sup- 
port, respite, home care, and a number of others. 

Quality of care is sometimes in question, partly because current 
reimbursement levels do not meet costs, and especially so for pre- 
ventive services. 

I will skip over to a couple of specific recommendations: 

We want very strongly to speak in support of care management 
and catastrophic health care provisions. We have reviewed most 
closely and worked on those in S. 1537, and we believe we want to 
make special emphasis on the care management components for 
any child with anticipated medical expenses exceeding $5,000, since 
that will be a very important contribution to health and develop- 
ment of these children, in part because it is designed to assist di- 
rectly their families, who actually turn oui to be the primary care 
givers over the long haul, for these families. 

They also support strongly S. 422, the Medicaid Infant Mortality 
Amendments, and the provisions of the MedAmerica Act intro- 
duced by Mr. Chafee. 

In summary, I would like to simply note that we wish to assure 
the committee that Maternal and Child Health Directors will ob- 
serve four strong public health principles in implementing these 
reforms at the State level: 

First, ne believe there must be a conscious investment in out- 
reach and education to the target families, for many of the historic 
reasons you have heard highlighted. 
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Second, we intend to continue to work with our colleagues in the 
Academy and the College and many others, to be sure that good 
standards of care are enforced in these programs. The issue of the 
quality of the service is an important one. 

Third, we believe the public and the Congress deserve a careful 
accounting on these initiatives and will work strongly to evaluate 
these programs promptly and candidly, exercising our mandate to 
evaluate the health status of entire populations of families and 
children, not just those covered by specific programs. 

Fourth, we know from many years of operating programs, espe- 
cially for families caring for disabled or handicapped children, that 
care (Ordination is a critical element for families with special- 
needs kids, and it has proven equally important in recent years to 
assure good prenatal care for high-risk mothers. We believe that 
care coordination must be done for the sake of better care and 
better outcomes, not just for short-term cost containment. Title V 
agencies consider care coordination one of their most important re- 
sponsibilities. 

And as a final aside, in partial response to an observation that 
you made, Senator Mitchell, the Title V Block Grant Program has 
a multiple mandate, as you know, to work with all children, to sup- 
port preventive programs and services for seriously ill and disabled 
children as well. 

There is at times a sense of competition between the services 
that serve the few with severe problems, disabilities, enormous 
tamUies needs— the ki^ds of tragedies that Mr. Sweeney has out- 
lined—and the needs of the voiceless majority that Senator 
Weicker spoke most strongly for. I think all of us " ho have worked 
with that competition for many years see it as an inhumane and 
unnecessary sense of competition, that a society such as ours must 
be aware of the needs of both of those groups and must respond in 
a balanced way to both groups, just as we must deal with the old 
and the young in an evenhanded way. 

Thank you for the opportunity to testify. 

Senator Mitchell. Thank you very much, Doctor. 

Ms. Shipnuck? 

STATEMENT OF BARBARA SHIPNUCK, COUNTY SUPERVISOR 

MONTEREY COUNTY, CALIFORNIA, TESTIFYING ON BEHALF OF 

THE NATIONAL ASSOCIATION OF COUNTIES 

Ms. Shipnuck. Thank you, Mr. Chairman, and Senator Chafee. 
Ihe National Association of Counties is very pleased to be able to 
present testimony this morning. 

Counties provide an essential base for local level program effec- 
tiveness. We have the administrative and political processes that 
allow us to respond to local needs. 

The counties in this country run nearly 1600 county health de- 
partments which fund and directly provide health care services. In 
IS States, counties contribute directly to the States' Medicaid 
match for federal dollars. Counties are direct recipients, through 
the State, of Federal Maternal and Child Health Block Grants, and 
these funds are used in two basic ways: to directly support service 
provision, and for programs to meet special health care needs. 
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Counties also participate directly in other State programs for ma- 
ternal and child health services that offer protection for the high 
costs of children's medical care. 

When the idea of expanding Medicaid eligibility was first being 
discussed, counties came forward to support that proposal, even 
though we realized that we might run the risk of running counter 
to some of the desires of our own States, and even though we recog- 
nized that in 13 of those States counties would bear an additional 
share of the cost for this additional eligibility. For instance, in Min- 
nesota, counties bear 10 percent of the State's match for Medicaid 
funds; and so, in the phase-in year of expanded Medicaid eligibility, 
counties will spend an additional $400,000 of county general fund 
money. 

One of the reasons that we recognize the need for this is that we 
recognize that a dollar spent on prenatal care will save us money 
in both acute care and catastrophic costs. And so in Monterey 
County, California, which I represent, one case in the County cost 
us $1*0,000 for intensive neonatal care for one infant—and that 
was full, direct, County General Fund cost. 

Therefore, counties would be supportive of Senator Bradley's pro- 
posal tc extend eligibility to 185 percent of the federal poverty 
level, because this would cover more of the needy population, more 
of the near-poor, and certainly more of the uninsured. 

We are also very supportive of and look forward to working with 
Senator Chafee on his proposal, because a stop-loss provision and 
coverage for the first year of life would be something that would be 
very important for counties in our delivery of health care to this 
population. 

Unfortunately, I need to report that California's Governor just 
recently vetoed a bill to adopt optional expanded Medicaid eligibil- 
ity levels beyond those we already have, and this is particularly 
troublesome to me, as I represent Monterey County. We have a 
population of only 310,000, yet we run a $340,000 prenatal care pro- 
gram — clear evidence of great need for these services in our 
county. 

You might be interested to know that Monterey County has the 
second-highest rate of illegal aliens in the State of California, next 
to Los Angeles County. We also have a higher than State average 
of pregnant teens. Therefore, these two tremendously high-risk 
populations create a burden on us for the provision of prenatal 
care — one that we recognize and accept, because we realize the tre- 
mendous need. And our Board, in our recent budget deliberations, 
added $100,000 to start a specific program for pregnant teens, 
above and beyond this $340,000 we are already using to fund prena- 
tal care services. 

The area of catastrophic cost protection: Let me just say that 
there can be no greater joy than to use our advanced medical tech- 
nology to cure disease and save the life f a child, nor any greater 
tragedy than to be helpless and unable to respond because of the 
high cost of such care. 

Hard choices underlie the reality of the high costs of intensive 
medical care. Numerous States have additional health care pro- 
grams for children that offer valuable lessons at the national level. 
Originally these programs were focused on cure for crippled or 
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handicapped children, but they have evolved, to seme extent, into 
health care assurance programs. 

Counties participate in the funding for these programs to varying 
degrees. This ranges in North Carolina from no county match to a 
50-percent share for a program in New York State. In some States 
the services are available only to the lower-income families, but in 
all States that we contacted there are limits on overall payments — 
even though in all cases there is also strong political support to 
keep the list of approved procedures apace with developments in 
medical treatment and technology, usually the most expensive. 

Montana's program has a $15,000 cap per child; California's pro- 
gram requires a 25 percent match, county by county, to participate 
in a program currently funded at the State level at $70 million. 

I would like to iust close by indicating that we are very anxious 
to participate in the development of health care legislation for this 
nation s children. This issue is an extremely difficult one, and we 
look forward to participating in disc issions on it as the subcommit- 
tee continues its deliberations, and we anticipate children's health 
will be included as part of Senator Bentsen's agenda for the coming 
Year of the Child. 

We look forward to playing an active role with you and stand 
ready to help in any way we can. 

Thank you. 

Senator Mitchell. Thank you very much. 

I will have to leave in just a few moments to attend another 
meeting. I wanted to thank you and Dr. Hollinshead. Senator 
piafee will conclude the meeting following his questioning. We 
look forward to working with you in the future in this important 
area. Thank you. 

Senator Chafee? 

Senator Chafee. Thank you, Mr. Chairman. 

I want to say to Ms. Shipnuck that the figures she gave about 
her county and the illegal alien situation certainly must raise ex- 
traordinary problems, because it is hard enough to get many people 
to come in to get the required care, particularly those with low 
education, as has been testified hereto this morning; but when you 
add to that an element that the people are scared to death that 
they might be discovered, you have practically an impossible situa- 
tion. So, I suppose that there must be infant deaths that you don't 
even know about and maternal deaths that you don't even know 
about. 

Ms. Shipnuck. I suspect you are very correct, Senator. We krow 
that in California and also in Texas we have counties that are 
working very actively with the border provinces in Mexico to try 
and make sure that there are some provisions of care, to hopefully 
prevent some of that. 

We do find at our county hospital that we have numbers of 
women who show up having had no prenatal care. Now, you heard 
discussions from previous panels about late prenatal care; we find 
people coming in for exactly the reason you state, with no prenatal 
care. 

Now the new immigration law indicates that some money wilJ 
be available for health care. We are concerned that that will not 
nearly meet the tip of the iceberg in terms of the numbers that are 



ERLC 



65 



61 



involved, because it is not only the border States with Mexico that 
have this problem; we have the Southeast Asian refugees, we have 
persons in the Midwest that are working in the garment industry 
and other industries. I think we are going to have to monitor that 
very carefully, because those can be very costly individual cases. 

Senator Chafes. Dr. Hollinshead, first of all I want to say how 
nice it is to see you again, and we appreciate the wonderful job you 
are doing in Rhode Island. But let me ask you a question. 

In Rhode Island you are working with certainly a relatively 
small unit. You have a microcosm, it seems to me, of all the prob- 
lems that Ms. Shipnuck has on a larger scale— we must have our 
share of illegal aliens; we certainly have a substantial immigrant 
population, with language barriers, of the Southeast Asians. Per- 
centagewise, Rhode Island has one of the highest Southeast Asian 
populations. 

With all those situations, and with the extraordinary effort that 
you and the Governor and the State Legislature have made, do you 
think we can get on top of this problem? This problem being proper 
prenatal care for 100 percent of those requiring it? I know that 100 
percent is everybody, but I am just curious— how close? 

You have the resources, I believe, or close to it. If the resources 
are provided, can the job be done? Thus, bring down the statistics 
that Dr. Cicco mentioned— perhaps you were here when he said he 
thought that that seven percent of the baby population that was 
born with low birth-weight could be cut in half. How are we doing? 

Dr. Hollinshead. We are doing better, Senator. Rhode Island is 
a special opportunity to explore these questions, because it is small, 
and because, as you know better than I, everyone knows everyone 
and the connections are there if you can learn how to use inem. 

I am enough of a statistician never to promise 100 percent of 
anything to anyone; but I think, with some of the expansions that 
have occurred, taking full advantage of the Medicaid expansions of 
the last couple of years, and now with an add-on program like 
many other States that carries prenatal coverage up to 185 percent 
of poverty, they have a very good shot at it. But it will not happen 
overnight. It will take us some years, minimum, for the reasons 
that I think Mr. Rockefeller and several others pointed out: that 
the hardest to reach patients and families, including some of those 
with cultural barriers in extreme poverty, it is not just a financial 
access problem — it is an education problem, it is a suspicion prob- 
lem. The illegal alien will not come smoothly and quickly to care, 
necessarily, just because we now have a means to reimburse for 
some of those bills. 

We need to reach out. We need to keep those networks of com- 
munication and education going, in some instances for as much as 
a generation before we will see the full effects. 

But I think it has come down. Our statistics, as you know, in the 
last couple of years have looked better; we are finally looking good 
among the New England States, rather than bad. And that is 
partly as a result of some of these program efforts. 
Senator Chafee. Education is constantly mentioned both in Sen- 



ing about rural poverty and the educational barriers or fears that 
arc not overcome. But it seems to me that rural situations are dif- 
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ferent than they were once upon a time, in that now everybody 
watches television. I don't care whether they are in the most north- 
ern part of Aroostook County, Maine, or they are in Hopkinton, 
Rhode Island, they watch television. Is there any way of reaching 
these people through the educational programs that the television 
might provide? 

Dr. Holunshead. We believe there is. And in the full testimony, 
we suggested that one of the four principal standards include a 
conscious investment in outreach education and marketing. Per- 
haps I should have left in that third word "marketing"— it is in the 
text. And as you may be aware, in some of the expansions of prena- 
tal coverage particularly, in our State, we, with the new so-called 
Right Start program, plus the Medicaid agency have consciously 
set aside resources to organize and sponsor new kinds of market- 
ing, including television. 

Even with the kinds of resources that we put asi * ), you can't buy 
much television, though. So it needs to be a private/public sector 
effort. I think it is possible, and we are definitely working 01 't, 
though. 

Senator Chafee. I want to thank you for your endorsement of 
the MedAmenca legislation, the catastrophic health programs for 
the children. Both of these programs are going to come about some 
day, but what we want to do is have them come about earlier, and 
I would appreciate the support of you and any other witnesses in 
convincing my fellow members of the Finance Committee that that 
is the way we ought to go. I think the expansion of the Medicaid 
program is the right way to proceed. 

So thank you very much. And if you know other members of the 
Committee, let them know of your concerns. We appreciate both of 
you coming. 

Dr. Holunshead. Thank you. 

Senator Chafee. That concludes the hearing. 

[Whereupon, at 12:23 p.m., the hearing was concluded.] 

[By direction of the chairman the following communications were 
made a part of the hearing record:] 
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APPENDIX 



IMPROVING ACCESS TO HEALTH CARE 
AND ASSURING CATASTROPHIC PROTECTION FOR CHILDREN 
Karen Davis 
The Johns Hopkins University 

Thank you, Mr. Chairman, for this opportunity to eppsar 
before you today to discuss tha health of children in our nation. 
Recent improvements in Medicaid coverage are helping many mothers 
and children from our poorest families receive needed health care 
services. Employers provide health insurance coverage to Many 
children of working families. Yet, two major problems remain. 
First, ail lions of low-income infants and children remain 
uncovered by Medicaid and face major barriers to the receipt of 
needed health care services. Second, uncovered expenses of 
chronically ill children can inflict -crious financial hardship 
on families. 

Today, I would like to discuss these two major problems and 
offer scie short- term and longer-term policy actions to improve 
access to basic health care for poor children and coverage of 
catastrophic expenses for all children. 
I. The Health of Lo w-Income Children 

Over the years, the United states had made significant 
strides in improving the health status of mothers and children. 
Much of this improvement can be attributed to better nutrition, 
sanitation, and general living conditions as well as increased 
access to more effective medical care. Infant mortality, one of 
the most easily measured indicators or health status, has 
steadily improved over the past decades. In 1965, 25 infants 
died *n the rirst year of life for every 1,000 babies bom. 
Today, that rate has been cut by more than half to less than 11 
deaths per 1,000 births. Much of this progress directly 
parallels efforts to expand financial access to health care under 
-""iicaiu and to improve provision of care under the meternal and 
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However, despite these gaine, we rwwin a nation of con- 
traete. A, the life ,p, n of tha avaraga American increaeaa, .ome 

infar.-.s continua to dia within tha first yaar of lif. at 
inordinately high rat... Aa we d.v.lop increasingly .ophis- 
ticated apical technologiee, aany wi:^ 4 n fail to r.ceiva th. 
most baaic pravantiva .arvicaa. as w. dabata v, y . to contain 
haalth cara coste, aillione of children and pregnant woman lack 
adequate financial raaourca. to purciaee cara. 

Haalth cara racaivad during pragnancy and aarly childhood 
influanca. tha child 'a haalth throughout lif.. E ,~i y pr . nstal 
ctr * 1 ntial »° that laatarnal conditic . . uc h aa 
hypertension, diabetee, a »d iron deficiency anamia can ba 
diagnoaad .arly and brought undar control. Without ,uch 
intarvantion, prematura birtha with raaultant aortal i*y or 
phyaical and mentally handicapping conditions will occur with 
high fraguancy. Adaguata medical cara in tha fir.* yaar of lif. 
ia alao important to provida prompt medical attention roi 
gaetrointestinal, reeMratory, or other diaordar. that can be 
life threatening for vulnerable infants. 

Throughout childhood, low income youthe continua to face 
health problem., .oma of which mij re.ult troa inadeguata 
prenatal and infancy care. Poor children are more likely than 
nonpoor children Lo auffer from low birth weight, congenital 
infection, iron deficiency anamia, i.ad poisoning, hearing 
daficirncx* functionally poor vision, and a ho.t of other 
haalth problama amenable to medical intervention. Po0 r childnn 
are more likely to become ill, ao ra likely to auffer adverse 
con.aqu.nces from illness, and more likely to die than are other 
children. 

Th. I'ational Health and Nutrition Examination survey show, 
th. proportion of children with significant abno-nal finding, o.- 
examination increaaes as family income decreases, children who 
era poor are 75 percent more likely to be admitted to a hospital 
in a given y.ar and when admitted, B tay twics as long aa nonpoor 
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Chllctten* Am medical limitations also affect other aspects of 
fM» children's lives* Foot children have 40 percent am days 
lost from school than children in non-poor households. 

Medico Id has bnii instrumental in improving momi to ear* 
for mill lone of poor and naar poor children and mothers, zn 
ls*4, t million ohildran and t00,000 progaant women received 
needed health care aarvioaa aa a raaolt of Madieaid ooverage. 
through Medicaid, mora of tba poor reoeivc nadioal oara oarly in 
pregnancy. Zn ltd) prior to enactment of Madieaid! only St 
pesoent of poor woman raoalvad oara aarly In pregnancy, sy 1*70, 
71 p ar oa nt of poor voaan raoalvad aarly prenatal oara. 

foor ohildran, particularly thoee not aligibla for Medicaid, 
still receive leae care than nonpoor children, alok day for aiok 
day, poor children have fever nadioal visits, tout poor children 
with Madioaid coverage are better off than those without. 

nearly C million children in families with incomes below the 
poverty level are without Medicaid coverage. Only half of poor 
children are covered by Medicaid. Of these uncovered poor 
children, 2 million live in families with incomes below SO 
percent of the poverty level. These gaps in coverage occur 
largely because state income standards for program eligibility 
are generally far below the poverty level. 

Cutbacks in federal financial support for Medicaid in 1911 
and reduction in ooverage of the poor under AFDC have rerulted in 
a lose of Medicaid coverage for many poor children and pregnant 
woman. The rapid rise in poverty among children in the early 
1910s made this cutback in federal support particularly ill* 
timed. The gap between children in poverty and children covered 
by Medicaid widened markedly. 

Zv is particularly gratifying, therefore, that the Congress 
has taken steps in recent years to expand Medicaid ooverage for 
poor children and pregnant women. Zn the Deficit deduction Act 
of 1904, Congress required states to cover all children up to age 
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mo* state vslfars standards, with oovsrags phiMd in 
asglnotnt alto infante bom after Oetobsr 1, lias, states nam 
»t*irod te oovar au pragnant woman in famlliss with an 
mat state walfara standards, in ths it 13 
todgst Pnoonolllotlon Act, Congrass roqulrod 
ito sxtsnd m ad l oald oovsrags to all pragnant woman undox 
aoosia standards sad pornltted states to oooslorate 
of ohildrsn up to so* fivs. 
In ths 1M« Omnibus sudgst Reconciliation Act, Congrass gavo 
ths option te sxtsnd oovsr ag s to oil pragnant wsmsn and 
ohildron with lnoo m ss up to tha fsdsral povarty laval. 
Currontly, 14 states offor Kodlosld aliglbllity to pragnant woman 
and infante with Inoo s os up to 100 psroant of tha fodsrml povarty 
lsvsl, and torso additional states will novo tiod aliglbllity to 
a psroant of ths fsdsral povarty laval (30%, 75%, and fOI). 
thoso ars inportent steps to olosa ths gaps in Msdicaid oovsraga 
that ara so important te assuring aoesss te hsalth oars sarvioss 
for this ospooially vulnsxabla group of our nation* a population. 
XX- lbs financial Burdan of catastrophic umssj atam 

Whils aooass te pravontiva haalth ssrvioss and basic hsalth 
ears oan ha a asrioui problon for poor ohildron, oatastrophio 
illnsss 1 ong ohildron oan poso a major financial problon for 
nsarly all famlliaa. Approximately 12 psroant of Amarlcan 
ohildron ara affsoted by so&* physical or mantel impairmant 
although ths problsms ara of widaly diffsring ssvsrity and 
atlology. About 4 psroant of ohildrsn ara so diaablad that thsy 
ara unabla te participate fully in ohildhood aotivitiss. 

Asthma is ths most frsqusnt oauss of functional disability 
among ohildrsn, but chronically ill ohildrsn suffsr from a broad 
rango of conditions, including diabataa, isuksmia, aicXla call 
ansmla, cystic fibrosis, basophilia, spina bifida, oongsnital 
snemsliss, and in rsosnt ysars AIDS, childrsn with chronic 
illnsssss suoh as arthritis, rhsumatism, and diabataa rsport 
rates of activity limitation of 22 te 2S psroant. 



ir 



71 



«7 

l+onning — dloal tqmn as* • aajor fenrdn for th. a. a 
•mica families with seriously impaired children, compounding 
the ntrain and stras ■ of coping with the di s ab ling condition 
itself. Children with chronic disabilities often need medical, 
peyeioal, and social sarviceei hospital and tabulator? as 
yart of ayagial therapies; family support eervioesi physical, 
apcooh, and oooapatlonal therapyi and paychlatric coeaaallag. 

Childran with chronic illness ass mora physician services 
and ara heapitaliaad mora oftan than othar children, severely 
impaired children have, en averege, 21. 1 phyaioian vieite per 
year compared to 9.9 visits per year for lass severely impaired 
children with functional limitation* and 4 visits per year for 
children without chronic health problems. Hospital discharge 
rates for severely impaired children are 1,S77 per 1000 oompared 
to 25C per 1000 for children with functional limitations end 9* 
per 1000 for non-disabled children. Whan hospitalise*, function- 
ally limited children have an average length of stay that is 
twice that of ether children. 

The cost for this cars is significant and the expenses are 
not one-time expenditures; they recur year after year and 
frequently increase as the condition becomes mora disabling. In 
1992, annual hospital expenditures for a severely impaired child 
ranged from 19000 to $10,500 oompared to annual expenditures of 
$79 to $190 per non-disabled child. Similarly, the average 
physician bill for a severely impaired child was $coo >er year, 
almost six times that of other children. It is not unusual for 
the most severely impaired children to incur annual expanses for 
health care in excess of $10,000. 

Ten percent of the children with functional limitation* have 
no insurance coverage from Medicaid or private plans. Lack of 
insurance is a financial burden for any family with a child with 
large medical expenses, but a true financial catastrophe for low- 
income families. Almost 20 percent of disabled children from 
families with incomes below the poverty level ara uninsured. 
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a««*»lly Ul chUdren may ebtain private h-lth in.ur.ao. 
from . pm»fi «Ploy«r. only ss p«o«t of .11 chronioally in 

<WMm ' «• «ww« *V «w«p iMUTMc compared to 7* 

forooot of children. 

MHM meeumption that private taoalth lneureaoe win 

• f «^lT "onld ««oa fall, abort in tba «u. 

of famine, with a chronically ill ohlld. being inaured doaa not 
■om that all aooaaaary ear. i. covered. Among eeverely Impaired 
•chool ohlldrw with private haalth lneuranoe coverage, only 22 
Pwoant had all of thair phyeielan vi.it. paid by iaewrance. 
0«t« fro* mo .how that approximately 431,000 non- 
l».tit«tioa.li,.„ ohildran incurred out-of-pocket exp^ee. 
greater than 10 percent of family inoom. and approximately 
W.OOO ohildran had out-of-pocket expenaeo in axo... * , 0 
percent of thair family lnooa*. 

Thue, although private im^ranoe oov.rag. is ^ i^ortant 
Protection for neat fa.il i.. with chronically in children, 
oovaraga la neither ooapletc nor coapreheneive. Large nowhere of 
ehronioelly in children are not covered and for the., with 
oovaraga, benefita are often inadequate. 

Medicaid help, fin w., but not all, of th. gap. i„ 
private health inaurance coverage for chronically ill children. 
Of couree, in order to be eligible for Ni.dio.id, the family of a 
chronically ill ohild meat be poor. How poor one muet be before 
becoming eligible variee trenendwely among the etatea beoauae 
the income level for program benefita i. net by each atate, often 
•t a level well below the Federal poverty level, Famin.. may 
alao not qualify for Medicaid beoauae of it. etringent limit on 
M " t "- * UMilt Citation, may um leave f«milia. covered by 
Medicaid vulnerable to substantial expense*. 

»ua, although Medicaid i. en inport.it financing .cure, for 
poor children with chrciic end dieabling condition., it falla 
•oort both in terme o' the number of poor children eevered and 
the level of oomprehenaivenooo for many of thoae who are cover- 



aodiosid oovsrs only about so p«o«t of disabled ohildrsn 
from fsmiXios with laeomss below the fsdsrsl poverty lsvsl. 
iuw(r> mo,,,,, wdlfnH is • MUi-tMM program for tho 
p**, it of ton mo roliof to moderate inooM fsmiliss struggling 
to provlds for thlr ehronioslly ill child. Medicaid lo mot mm 
altermetive to private insursnos for most fsmiliss. 
xxx. tniirrr p» 4wM 

bottom to sapsnd hssXth inoorsnos protection for poor 
ofciiereo mm* for chronically ill ehiXdren eon bo taksn is smellsr 
or loner stops, tbs ovsrsll bssio strstsgy should bs sssuring 
ooequata bsslth insursnos sewerage of children of working 
fMi Xiss through ssployr health lnouramo. plans, sow of 
poor sod near-poor children through modiosid, with tbs option of 
»edlosid osvsr^ on s oontributsry bssis for sny remaining 
uninsured ohildrsn. 

A. Ihflrfctm Q^l°"« 

xsportsnt stops oould bo tsksn towsrd proving eovorsgo of 
poor ohildrsn and chronioslly ill ohildrsn with only eodaat 
budgetary Impact. Tbsss inoludst 

o mrtsnding nodicaid eovsrsgs for s psriod of time sftsr 
tbs sothsr bseosss ssploysd snd lssvss AfDC. Bins 
.onths would bo s minimus psriod to proviso sons 
continuity of hsslth inoursnos oovsrsgs. 
o dtatss should bo givsn ths option of eovsring ohildrsn 

up to ago II up to tbs fsdsrsl povsrty lsvsl. 
o raploy.ro oho currently proviso haalth iwuranos 
eovsrsgs to ssploysss oould bo roguirsd to oovsr 
dopsndsnts of workers (unloss eovsrsd undsr anothsr 
ssploysr plan), and includs eomprshsnsivs prsnstal, 
dslivsry, snd infant era in ths bsnsfit paokaga. 
Tbsss standards would follow ths prsesdsnt sstablishsd 
In ths IMS eomprshsnsivs Omnibus Budgst meooneilistion 



*© anBloy.aa cad/or d«na«tt for a porlod of 
tl» fUowia* tanainatioa of o^loy^t or divorc. 



«aa additional bnagatary rtoouroo. or. .walUM., moo 

oould bo takon. Tbooo lnelodot 
o Mandating Mdloaid eovoroo. for m pr.^t -- 
©*iMran up to at* U with inoona. bolow 100% of too 
fodoral povorty lovol. 
o aoquirina all oaploym to provido alnioal hwlth 
oo»«ra»a to oil full-tin. onployooa and tnolr 
kanafito ohonld iaelodo a oolllng on 
oataotrophle oxponM. and ooaprohonoivo pranatal, 
dollwory, and infant eara. 
o Kodioaid buy-in ^ould bo an option for oaployoro and 
individual, vbo wiah to porohaoa Kodioaid eovorago. 
Praninn contribution, oould bo oub.idi.od for low- 
inoono individuala and onployoro of low-wag. workor* 
winning to purebaM Kodioaid eovoraga in liou of 
privata haalth lnraranoa oovoraga for workor.. 
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Mr. Chelrnmn and Distinguished Hantern of this Committee: 

the Children's Defense Fund (CDF) ia plaaaad to have thia 
opportunity to taatify today regarding Medicaid, the Maternal and 
Child Health Block Grant and other ponding iaaurea in the Fiacal 
1911 Budget Reconciliation process. CDF ia a national public 
charity which engages in research and advocacy on behalf of the 
nation' a low incone and ninority children. For fifteen year a , 
CDF's health division has engaged in extensive efforts to improve 
poor children's acceaa to nedically neceaaary care, including 
both prinary and preventive services, aa well aa nedical care 
requiring the noat sophisticated and coatly interventiona 
currently available. I have submitted a longer statement for the 
record and will preaent a eunnary of my testimony at thia tine. 
I. tte Health Status of Children 

Both ends of the nedical care apectrun — preventive and 
intenaive — are vital to the health and well-being of children. 
All children ,ieed prinary care, including comprehensive naternity 
care prior to birth, ongoing health exana and followup treatment, 
care for self-limiting illnesses and impairments (such as 
influensa or strep), and via ion, hearing and dental care. 
Additionally about one in five children will be affected during 
childhood by at leaat one mild chronic impairment, auch aa 
asthma, a correctable via ion or hearing problem, or a moderate 
emotional disturbance, which will require ongoing medical 
attention. 

Beyond theae baaic health need a, a ana 11 percentage of 
^^O^jren require more extenaive and expenaive medical care; and a 




y want proportion of this l.tt.r group will fact truly .stra- 
ta « r<,i «»ry health cara coata over thair lifetime.. About four 
y percoat of all children (a figura which by 1079 waa -or, than 
dooblo too perc«ta»o reported in 1*7)1 auffar fro. on. or -or. 
| : chronic i^ir^t. te.ulting i„ . .ig„if ic . nt l0 „ of 
ftmctionlM. included in thia group ara childran auffaring fro. 
% dogeaerative HIwiim, aoltipla handicap., and aajor ortbopadic 
? lmpalnenta. About two p. rent of .11 childran auff.r fro. on. 

•* eleven aajor childhood diaa including cyatic fibro.ia. 

apina bifida. lamkawai.. juvanil. diab.taa. chronic kidney 
dlaaaao, Macular dyatrophy, hemophilia, claft palata, aickla 
coll .Mi., ..thma. and cancer.* Alao included in thia group 
aro tho aavaral thoua.nd childran who ara dep.nd.nt on aoae for. 
°f lif« .upport ay.tea. 

finally, nearly 7 percent of all infanta are born at low 
birthweight (weighing U .a than 5.5 pounda) ,.ch y..r.3 
Virtually .11 will r.quir. „. additional Mdic.l ..rvic... 
About IS percent of .11 low birthweight inf.nt. (.pproxi..t.ly 
43,000 infant.) weigh 1... th.n 3.3 pounds at birth and will 
r.quir. «.j 0 r e.dic.1 car, during the firat year of lif.. About 
5600 infanta will incur firat year -did co.ta .lone that 
e.ceed 050,000, and a portion will require ongoing care 
throughout thair live..* Low birthweight infant, .re .t three 
tiaea the ri.k of developing auch paraan.nt iapairnenta aa 
autia., cerebral palay and retardation. 5 
II. Tho Health Mood, of Children 

Moat children, ,v.n children with impairment., raquir. 
r.l.tiv.ly .odeat l.vela of health era. Only about fiva percent 
of .11 children incur annual Be dic.l co.t. in exce.. of 05,000, 
•nd only .bout 5 parcent of the.. „ava .„„„ al COit . , xc „ ding 
♦30,000.« However, both group, of childr.n - tho.. with routin. 
h..lth car. naeda and tho.. with high co.t m.dic.l problama ~ 
can ba conaidared cataatrophic caaaa, in either ral.tiva or 
abaolute t.rmr. 
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for low income uninsured families, even basic child health 
needs cen rasult in catastrophic expenditures if the term 
"catastrophic" is measured in relation to a tally's overall 
income. Between 1982 and 1985, the number of completely 



quarters of the 11 pillion uninsured children,' and two-thirds of 
the sore then 9 million uninsured pregnant women, 8 had family 
incom es below 200 percent of the federal poverty level. Poor end 
near-poor uninsured families, when confronted with even normal 
child health expenditures of several hundred dollars per year, 
face insurmounteble health care barriers. As a result, uninsured 
low income children receive 40 ^erctnt less physician care and 
half as much hospital cere es their insured counterparts. 9 

The uninsured are disproportionately likely to be children. 
In 1985, children under 18 comprised 25 percent of the under-65 
population, but one-third of the uninsured under-65 population. 10 
Moreover, *:hey are disproportionately likely to be poor. Over 60 
percent of all uninsured persons in 1985 had family incomes below 
200 percent of the federal poverty level, and one-third had 
family incomes below 100 percent of the federal poverty level. 11 

Bven a parent's access to employer insurance by no means 
assures relief for a child. In 1985, 20 percent of all uninsured 
children lived with a parent who had private coverage under an 
employer plan. 12 

The two main causes of children's lack of health insurance 
are the major gaps in the employer-based health insurance system 
and the failure of Medicaid, the nation's major public health 
insurance program for children, to compensate for the failings of 
private plans. 

1mm Private Health insurance System Is Leaving More American 
Children Uninsured 

Our nation relies primarily on private health insurance to 

meet much of the health care costs of the working-age population 

and its dependents. Most of this private insurance is provided 



uninsured children climbed by 16 percent. 



In 1985, three 
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•a •» ^loy^nt-r.l.fd b.n.fit. »ploy.r-.pon.or.d h.alth c .r. 
plan, ar. th. .ingl. .o.t lBpottMt Murc- ef ptiv-tt ht-lth c-r< 
cover.,, for African, young.r than .ixty-five. i„ 1984 , ov „ „ 
percent of .11 privately in.ured African childron Nn covr* 
by Mploycr plant. 13 

*.t during th, 1980-., dependent cover.,. „„d.r ..ploy.r- 
providrt h.alth i„.„r.„c pl.„. h .. „„ d .rgon. Mt iou. .ro.ion. 
In 1982, eaployer plan, covered ov.r 47 .illion non-worker., 
including 36 .illion childr.n. By 1985, . vtn though th.r. were 
•ctu.lly -or. worker, cov.r.d by ..ploy.r plan, than i„ i 9 82 (88 
.illion v .r.u. 84 .illion), th. noaher of covered childr.n 
dropp* to 1... than 35 .illion." Tht rec .nt d .clin. i„ 
.nployer-provided cov.r.g, ha. baan .oat apparant a-ong childr.n 
for ..v.r.l raaaona. Fir.t, in pur.uing coat cont.in..nt 
etrateglaa, ..pioy.ra frequantly fduc.d or .li.in.tad thair 
prmiu. contribution, for fa.ily cov.r.g.. " a. a r..ult, lower 
incone ..ploy..., f. c .d * ith dr.wtic co.t lncr h . v . „.,„ 
forced to drop fa.ily cov.raga. 

S,cond, ti,, ,^ioy.r in.ur.nc. ay. cm .i io co.pl.t.ly 
•xclud.. .illion. f..iii„ , t tht lowtt .„„ of th> w-gt ef §calt 
-- th. faataat growing part of th. job .actor. Thirty parent 0 f 
.11 ..ploy.r. who pay tha .ini.u. waga to -or. than half thair 
work force offer no health in.urance. 16 Aa the.e young adult 
worker, have f.Mli.., the childr.n ,r. aff.ct.d by thair 
parent. 1 lack of cov.raga. 

Third, a. the niiibat of ,i„gl. par.nt houa.holda grow., th. 
parentage of in.ured children decline.. Becau.e .ingl. p . r .„t 
houaehold. have only on. wage .arn.r, the probability that a 
child will have indirect accaa. to an ..ploy.r plan drop.. In 
1984, children in aingl. p* ,nt hou.ahold. war. about 3 time, 
nor. lik.ly than the. in two par.nt hou«.hold. to be coipl.t.ly 
unin.ur.d." Thui , tht ,.pioy.r-.pon.or.d health m.urance 
•y.f. .xclud.. thoaa childr.n who., par.nt. • ..ploy.r. .ith.r do 
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not offer any family coverage or tltt offar it only at an 
anaffordable coat. Aa a reeult of thaaa trende, a child living 
in a poor working family ia only about half aa likely aa a non- 



—icald, tha Major Public Insurance Frograai for Familiea with 
Cmlldren, Xa Cora ring Fewer Chi Id ran 

Medicaid, anactad in 1965, ia tha nation'e largaat public 

health financing program for familiea with children. Dnlika 

Medicare, which providaa almost univaraal coverage of the elderly 

without regard to income, Medicaid ia not a program of univaraal 

or broad coverage. Becauee Medicaid ia fundamentally an 

extension of America' a patchwork of welfare programs, it makea 

coverage available primarily to familiea that receive welfare. 

With a few exceptiona (including pregnant women and children 

younger than five with family incomee and reaourcea below etate- 

aet Aid to Familiea with Dependent Children eligibility levela) , 

individuale and familiea that do not receive either AFDC or 

Supplemental Security Income (SSI) are categorically excluded. 

For example, a family conaiating of a full-time working father, 

mother, and two children normally ia excluded from Medicaid* even 

if the father ia working at a minimum wage job with no health 

ineurance and the family' a income ia well below the federal 

poverty line. Moreover, even though atatea have had the option 

aince 1965 to cover all children living below atate poverty 

levela regardleee of family structure atatea atill fail to do 



In addition to ita use of reetrictive eligibility 
categories, Medicaid excludes millione of poor familiea becauae 
of ita financial eligibility standards, which for moat familiea 
are tied to thoae used under the AFDC program. In more than half 
the atatea, a woman with two children who earna the minimum wage 
(about two-thirde of the federal poverty level for a family of 
three in 1986) would find that she and her children are 
ineligible for coverage. 20 By 1986, the combined impact of 



poor cbild to have private insurance. 
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Medicaid', rtttrictlvt categorical and financial eligibility 
etandarda had reduced the proportion of the poor and near-poor 
covered by the program to only 46 percent—down fro. 65 percent a 
decade earlier. 20a 

As a reault of improvementa enacted by Congreaa in 1984 and 
1986, many previoualy uninaured low-income pregnant women and 
children will be aided. 

0 IS fe .2 tf iSiSi2l fla S!i? B E fc of l9U iD * n) *»*■*•« that 

atatea provide Medicaid coverage to all children 
younger than five with family incomea and reaouroa* 
below AFDC eligibility levela. reaouroea 

° ?* f i cit deduction Act and the Conaolidated Oenibua 

Budget Reconciliation Act of 1966 (COBRA) together 
Mndate coverage of all pregnant women with income and 
reaourcea below atate AFDC eligibility levela. 

o The Sixth Oenibua Budget Reconciliation Act (SOBRA) 
paaaed in late 1986 permits atatea at their option to 
extend automatic Medicaid coverage tc pregnant women 
and children under age five with incomea leaa than the 
r Tf*fwK^?° VW f ty , 1 * v » 1 but in exceaa of atate AFDC 
?ii2 lb fi ity 1#vtl «* * indicatea that by July. 

1987, 19 atatea had adopted 80BRA coverage. 

If fully implemented in every atate, the SOBRA 
amendmenta will reduce by 36 to 40 percent the number 
of uninaured pregnant women and young children 
nationwide.' 1 

However, even if fully impleaented, theae new lawa will not 
compenaate for Medicaid' a growing failurea. SOBRA 1 a age 
limitationa mean that Medicaid atill will not reach children over 
age five with family incomea belov the federal poverty level. 
Becauae of DFRA'a age limita, in 19 ctatea, poor children over 
age five are atill excluded, no matter how aevere their poverty, 
aimply becauae they live with two parent. an d are beyond the age 
mandate of the 1984. Moreover, theae new lawa provide no relief 
for the milliona of uninaured, nonpregnant, poor parenta, whether 
working or unemployed. 

Improvementa enacted by Congreaa and the atatea in recent 
yeara are unlikely even to offaet the decade of atagnation and 
eroaion which Medicaid haa experienced. In Fiacal Year 1985, 
Medicaid aerved 10.9 million chil<2i«u um lwr twenty-one— more 
than 400,000 fewer than were served in Fiacal 1978. 22 This drop 
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occurred despite tht fact that Fiscal 1985 was tha firat yaar 
that tha 1914 Daf icit Reduction Act amendments wara in tfftct, 
and it followed enactment by about a doztn atataa of additional 
Hadicaid child covaraga improvements. This daclina occurred aa 
tha number of childran in poverty rose by one- third and the 
number of uninsured children grew by 16 percent. 
«mm Special Meeda of Children with Sigh Goat Health Problem* 

•y expanding the number of children with heelth insurance* 
Congrese would elao provde extensive relief for children with 
high coat medical needs which arise aa a reault of serious 
illness or disability. 

Medical problems disproportionately affect low income children 
who tend to be born at lower birthweight and *uff»r more 
frequent, and more severe illnesses and disabilities. 23 Thus, 
insuring aore low income children would alao assist many 
chronically ill and disabled children. 

Among the 10% of children who have an illness or disability 
sufficiently serious to limit normal childhood activities, we 
estimate thet there are about 400,000 poor and near-poor children 
with incomes below 200% of the federal poverty level who are 
completely uninsured. Moreover, even normative levela of 

insurance, public or private, are inadequate in the caae of the 
most severely cataetrophically ill or disabled infants and 
children. There are about 19,000 such children (9600 of whom are 
under one yeer of age) who annually incur more than fifty 
thousand dollars in health care costs. 

The traditional notion of health insurance is that it 
provides protection againat grave health costs. But over time 
the netion ha a developed public and private health inaurance 
ayatema thet are deaigned to meet normative, rather than high 
coat ca tea trophic, medical care needs. Both public and private 
health inaurera have developed myriad way a to limit their 
exposure for high-cost illnesses and diaabilitiea, in favor of 
providing aubaidiea for more routine heelth expenditures: 
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o Among employers responding to a major health inar-ance 
■urvty conducted in 1916, 73 nercent indicated that 
thair pie )■ axcluda coverage of preexisting 
conditional Mora plana now alao contain ridera that 
axcluda covtrag* of certain condition! *h*t may davalop 
among *nrol.««i, such aa cancar. 

o Only about 75 parcant of plana offarad by medium and 
large-sited rirms between 1980 and 1985 contained 
protection! againat huge out-of-pocket coata borne by 
enrolleee in the event of cataatrophic llln*ss. 25 

o Only 67 p rcent of mid-and-large-sised firma offered 
extended care benefits between 1980 and 1985, and only 
56 percent offered home health benefits. 26 

o In 1977 only 9.3 percent of all children had unlimited 
private coverage for major medical benefits, and one- 
third had coverage for a quarter million dollars of 
care or lesj." 

o Fourteen state Medicaid programs place absolute limits 
on the number oi inpatient hospital days they will 
cover each year, with some etates limiting coverage to 
as few as 12-15 days per year. 20 About an equal number 
place similar limits on cwerage of physicians' 
services. Others place strict limitations on such 
vital services as prescribed drugs tnd diagnostic 
services. 

o Finally, Medicaid, like private health Insurance 
frequently fails to cover extended home health and 
related services (Including such non-traditional items 
as home adaptation). when such coverage is available, 
it may be provided on a case-by-case exception basis. 

The question of jfhettwr private and public i jsurtrs should 

provide comprehensive but shallow, versus deep but limited, 

coverage is a complex one, particularly alnce ao many American 

famillea need a financial subsidy to meet even basic health 

costs. While this issue * ting resolved however, thousands of 

uninsured are inadequately i. jured children with chronic heal.:. 

problems face serious underservice, particularly if the;* are low 

income. 

Recommendatlona 

It la eaaential that all children — infanta cr adolescents, 
healthy or sick — have health insurance. Given the high coat of 
even routine health care, particularly in the case of poor** 
families, comprehensive health insurance is an abaolute 
necessity. We support both legislation Introduced by senator 
Chafee, which would provide publi coverage through Medicaid for 
fiflitlee and children who are without coverage, aa well aa 
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Initiation introduced by Stnator Ktnntdy, which would expand tht 
nation's privata health i i aura nee system to reach millions of 
working families. 

He jecognise, however* that Congress is still some distance 
avey from enacting policies that would ensure adequate health 
coverage for all children. We therefore recommend enactment this 
term of both Medicaid and Title V Maternal and Child He' 1th B'ock 
Qrart reforas targetted on key groups of children with high 
priority needs. 
Medicaid 

o Bnact 8.422, the Infant Mortality Amendments of 1987 . 
fhis bill, introduced by senator Bradley and 
Congressaan Waxaan and coeponeored by aany members, 
would add Medicaid coverage of children agea five to 
eight living below atate poverty levels, aa well as 
further strengthen states' capacity to aerve poor and 
near-poor pregnant wo Ben, infanta and young children. 
Thia bill has bipartisan support, and ita paaaage waa 
aaauaed aa part of the Fiscal 1988 Budget Xeeolution. 

o Phase in expended Medicaid coverage for low income and 
disabled individuals aa Provided in 5.1139 (nto^ 
America f t we strongly support legi elation introduced 
by Senator Chafee earlier thia year, which would permit 
atatea to extend Medicaid to low income families on the 
basis of an income-ad jus :ed premium, and at coat to 
persons excluded from private inaurance becauae of 
preexisting conditions. With over .35 million 
Americana uninaured, it ia vital that until private 
Inaurance la more widely available there be eetabllehed 
a public Inauring aechar. ' a eatabl iahed that will 
permit poor and disabled families to aeet their be ale 
health inaurance needs. 

o End atatea 1 4 leer lalnat ion against disabled children . 
Currently at leaat 5 atatea (Connecticut, Sew 
Hampshire, Indiana, Minneaota and Mleeourl) 
categorically exclude from their Medicaid prograaa 
children who receive 881 benefita, unleaa they are alao 
eligible under aome other Medicaid coverage category. 
Thia exclusionary practice growa out of an obacure 
legialative proviaion dating back to the 1972 enactment 
of 881. It is time that all atatea extended coverage 
to all diaabled children who meet these states' 
financial eligibility at' idards. Some of the nation's 
moat aeverely diaabled children would be aeeieted. 

o Mandate coverage of so-called "Katie Beckett" children . 
In IW3 Congress gave atatea the option of providing 
Medicaid to any child under 18 would be eligible for 
SSI if institutionalised, who could be cared for in j 
home or comm u n i ty -matting* and. whose home care would be 
no more coetly than hie or her institutional care. By 
definition, this was a no-cost eligibility option) yet 
only a dosen state? have taken it. Aa a asult, 
hundreds of ch Idren who might return home if they had 
Medicaid continue to languish in, institutions becauae 
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their eligibility Mould ceaae lwwdUt.lv unon 
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KSnf! fo L 1 tn ••• ch""""'* medical needs. 

Droorau "JS**??* i" .P-cial education 

Kola!*"™ C 22 BC S d by S ht * ob#rt Wood Johnson 
determined that children in special education who wars 
low Income and uninsured received significantly la., 
medical csrs. * " 



i.teJf.^^ •? * ° f th * 'P* 01 ' 1 education and early 
intervention laws srs to bs rsached, low lnconi 
children with activity limitation, ™.t also be 
provided with Medicaid a. complement to their 
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ssrly intsrvsntion ssrvicss undsr Public Law 99-457. 
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with fsmily incoees bslow the fsdsral poverty lavs and 
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the federal poverty level. 

° fnact Medicaid lmpr oyanonta for working poor families 
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an income-adjustsd premium. This bill constitutes no? 
Inlntl*. " t ' , ^ tn ? nino ? f t»- current Medicaid work 
w5jf f}* 0 iB P° r tant modification of the 
existing Medicaid systnm that will permit the program 
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The Title T Maternal and Child Health Block Grant 
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Mny of tht rttt will hsvt inadequate or no protection 
for the rtngt of institutional tnd noninttitutional 
cart they need* We urge tstablishaent of a fund for 
thaaa children, accompanied by a strong ay a tea of caaa 
aanageaent for all childran with annual haalth coata 
axceeding 95000. Pull yaar coata of thia propoaal in 
fiacal 19M would ba approxiaately 9500 Billion. 



Tha Titla XX Social Strvicti Slock Grant 



o Include in Reconciliation a $200 Million incrtsst in 
tha fitie XX Social Services Block Grant, tha ma"Tor 
federal aourca of fonTa for a wida rsnqe of essentisT 
aoclai aarvicaa . Many of thasa sarvicaa ara pravantiva 
snd assigned to raduca tha incidanca of aora coatly 
slttrnativts. Titla XX ia tha primary aourca of 
fadaral support for child cara for low- income paranta 
who ara aaaking to bacoaa salf-auf ficiant by working or 
participating in training prograaa. It ia also a 
critical aourca of funda for protactiva strvicti and 
for childran auffaring froa abuaa and nag 1 act. Bttwton 
10 and 20 parant of Titla XX funda aid oldar adults, 
snabling thaa to btntf it froa hoaeaf kar and hoaa 
sarvicaa, day cara, counaaling, protactiva and haalth 
aarvicaa, hoaa dtlivtrtd aaala, aaployaant, housing 
iaprovaaant and racraational aarvicaa. Finally, Titla 
XX ia a kay aourca of non-institutional, coaaunity- 
bastd sarvicaa for tha disabled. 

Daspitt tha fact that Titla XX providts this cora 
funding for ao asny aaaantial programs, it is now 
fundad at 9600 aillion laaa than it would hava batn if 
it had not baan cut in 1981. In fact, whan inflation 
ia conaidarad, funding for Titla XX ia half of what it 
waa a dtcsda ago, whan Titla XX waa authorisad at $2.5 
billion. 

Withe t a raatoration of funda, atataa will not ba 
abla to meet tha naad a of thair aoat vulnarablt young, 
aldarly, and diaablad citizens. Today, 23 atataa 
provida fawar childran with day cara aarvicaa than in 
FY 1981. Whan inflation ia factorad in, 29 states ara 
apanding laaa now than in FY 1981 for child day cara 
aarvicaa and, nationwida, such expenditures ara down by 
12 ptrctnt. Soaa atataa alao hava totally aliainatad 
adult day aarvicaa for paraon with handicaps. 
Remsining atataa hava hug a waiting lists. 

In all atataa, child walfara agtncits ara baing hard-prassed 
by draaatic incraaaaa in raports of child abuaa and naglact. In 
1985, thara wara approximately 1.9 nillion auch raports, a 10 
parcant incrtsst froa 1984, and a 58 percent increaae since 1981. 
As the value of Title XX funding erodes, atataa are being forced 
to aake potentially tragic choicea aaong competing deaanda for 
stsff and reaourcea. Aa a raault of tha need for increaaad 
protactiva aervice inveatigationa, efforta to reunify childran 
already in care with their faailiea or to place foater childran 
in adoptive hoaaa have been a lowed in some statea. Other a hava 
limited aervicea aiatdat averting more aerioua faaily crisas. 



Rational Coaaiaaion on Childran 



-Chairman, because our goal ia to educate the nation 
about tha naadc of children and encourage preventive inveatment 
in children, the Children' a Defenae Fund also supports Senator 
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•antaen's proposal to establish a National COMniaiion on 
Children . Tht activitiaa of auch a commission could halp better 
inform the nation on the atatua of America 1 a children and 
conaidar vaya to better enaure their optical mental, amotional, 
and physical development. We believe that the well-being of 
children should be a part of our national policy dsbatas, and we 
nope that a commission will succeed in highlighting the unmet 
needa of our children. 

Thank you very auch. We look forward to working with the 
Committee on the development of theae vital initiatives. 
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Testimony of the 
National Perinatal Association 
Presented by 

Robert Cicco, HO 
nr. Chairman and Distinguished Members of the Senate 
Finance Committee, I am Or. Robert Cicco, HO, the Legislative 
Chair of the National Perinatal Association and a neonatologist 
at Western Pennsylvania Hospital in Pittsburgh, as well as the 
father of four sons. I am Pleased to have the opportunity to 
address the Committee on the health care needs of mothers and 
children and long-term and short-term strategies to improve their 
health. 

The National Perinatal Association (NPA) is an organization 
comprised of 10,000 members including Physicians, nurses, nurse- 
miduives, ditticians, social workers, consumers, and other 
Perinatal professionals. The term "perinatal" refers to the 
Period shortly before and after birth, from the twentieth to the 
twenty-ninth week of gestation to one to four weeks after birth. 
Ue are, in essence, concerned with the health of mothers and 
infants. Our organization is unique in that it represents 
multidisciplinary professionals brought together under a common 
bond, the desire to improve the health of America's mothers and 
infants. Among our top priorities are: one, improving infant 
mortality; two, improving access to cares three, expanding 
Medicaid; and four, finding solutions to financing catastrophic 
car a. 

Ii the. mid-seventies, just around the time the NPA uas 
formed, I was completing my first clinical rotation as a third 
year medical student in a neonatal intensive care unit (NICU). 
In my first encounter with the NICU, I became interested in 
Pediatrics. As a neonatologis t I work with Premature and low 
birthweight infants (under 5 1/2 pounds). Often these babies 
are seriously ill. The medical consequences of low 
birthweight are serious; low birthweight infants are twenty timas 
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•ore Hktly then norMl ueight infants to die in thtir first year 
of lifo* And low birthueight accounts for tuo-thirds of all 
infant deaths uithin the first tuenty-eight days of lift (1). 
Today, Octobtr 2, I have tht pltasurt of calibrating my son's 
thirttanth birthday. Yet* in my uork, I ofttn havt to tall 
parents that thty uill not tvtn havt tht opportunity to ctlebrate 
thair child's first birthday* 

Lou birthueight infants that survivt ofttn sufftr 
fro* disability throughout thtir livas and rtquirt extensive 
nodical attention. Thty art more Hktly to sufftr fro* long-tor* 
handicapping conditions such as mental retardation, ctrtbral 
palsy* autisn, tpilepsy, chronic lung distast, and grouth and 
development problems* Tht medical costs for cart of thtst lou 
birthuaight infants art enormous* Tht averagt cost for cart of an 
infant in a ntonatal inttnsivt care unit can rangt from a ftu thousand 
to hundrtds of thousands of dollars dtptnding on tht stvtrity of 
the illness and tht length of stay* Tht tmotional and social 
costs art mort difficult to calculate, but thty art tnormous as 
wall. 

Giving birth to a seriously ill infant also has a substanial 
effect on a family. The medical costs alone, even uhen the 
family is insured, create financial stress^ This only adds 
to the emotional trauma involved. X uould like to tell you about tuo 
families that faced this hardship. 

A boy uas born to a married couple from southern Indiana* 
His father uas a bank president and his mother uas the Assistant 
Director of Nursing at a small county hospital* The baby's 
parents had group medico? insurance through their employers* The 
infant uas born uith short gut syndrome, a condition in uhich 
the intestines are not long enough to allou adequate digestion 
Tor growth^ This ^compounded by severe neurological deficits, 
and the child uas nospitalized at birth for ten months. Oue to 
the infant's complex needs, the parents uanted to place their 
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b«by in a skilled nursing facility. They located one that agrttd 
to accept him. Houever, funding btcaait a major issue. Tha 
parents' inturanca all out d for no nursing home covaraga and onlv 
minimal hoaa haalth cart banafits. Bacausa tha parants uere 
aarriad with good in coats, thay utrt intligiblt for any Medicaid 
assistanct. Thay could niit afford tha cost of nursing home car*, 
so thay uere laft with tha follouing options: 

1) Thay could divorct and tha mother could 
quit har job to make har tligiblt for AFOC and 
Medicaid, thus anabling a nursing hoaa placement; or 

2) tha aothar could quit har job and stay hoaa uith har son. 

Tha aothar chosa tha lattar. In ordtr for tha child to grou. an 
intravtnous tuba was placed to infusa calories directly 
into tha vain. Fortunately, the aothar' s nursing backgound 
enabled her to be his primary care provider, but she uas tied to 
the house tuenty-four hours a day. This family is more fortunate 
than aost as it could afford to have only one Parent uork and 
the mother, being a nurse, uas qualified to take care of the 
infant at hoaa. 

The sacond case study demonstrates an even broader spectrum 
of problems by families of high risk infants. An infant uith 
multiple, severe congential anomalies uas born to a couple in 
their early thirities* The mother uas a school teacher, on leave 
uithout assistance, and the father uas a furniture store manager. 
The baby uas hospitalized for tuo months uith very complicated 
car a. He had a tube placed directly into his trachea to allou 
breathing and una inxo his stomtch for feeding* He also hao 



severe tightening of the muscles and required oxygen. The 
parents had excellent insuranca coverage f< .ospital care, but 

It 

they did not 4 have nursing home benefits or extensive home care 
benefits. The family needed a nursing home placement, as they 
did not feel they could provide for him in their oun home. He 
had essentially no rehabilitation potential — he uas blind, 
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severely brain damaged and probably dtaf. A skilled nursing home 
about 60 wilt* fro» thtir home (tha closest one) agretd to accapt 
Hit* but financial barriers made this option infaasibla. Tha 
family uas ineligible for Medicaid or other assistance because 
their income uas above the financial limitations* They explored 
numerous funding resources* to no avail. The parents even 
attempted to 90 through th* couMy uelfare system and uould have 
given up custody of their son to facilitate placement* but that 
uas not alloued. As the parents could not afford the cost of 
nursing home care* arrangements uere made for a private foster 
home placement for uhich the parents paid $300 - $350 a month. 
The baby died unite in the foster care placement. 

Th«se tuo case studies demonstrate the common inadequacies 
of private health insurance coverage for chronic or catastrophic 
illness. If these are the problems that middle-class families 
face in terms of catastrophic illness* you can imagine the 
greater hardship faced by lou-income* uorking families and the 
poor uho are more likely to be uninsured. 

One of the most difficult aspects of my job is uitnessing 
death and disability among infants and knouing that many of 
their conditions uere preventable. The contrast betueen the 
expensive* high technology care used for premature and lou 
birthueight babies and the inexpensive* routine prenatal care for 
pregnant uomen clearly illustrates the need to improve access to 
prsnatal care. In 1984* more than 20 percent of all births in 
the United States uere to uomen uho failed to receive 
prenatal care during the first trimester (2). On September 30th* 
1967* GAO released a prenatal care study in uhich 1*157 uomen 
uere intervieued uho either had no insurance or uere enrolled 
under the Medicaid, program. The sti'dy found that 63% of the 
uomen received inadequate prenatal care (3). Ue no longer have 
to document that early* comprehensive prenatal care improves 
pregnancy outcomes. Numerous research studies have already done 
that. Ue knou that providing prenatal care is cost effective. 





Tht Institute of Hedicine estimates that tvary dollar 
spent on prtnatal cart saves $3.36 in mtdlcal cart to lou 
birthueight infanta in thtir first ytar of lift (4). Ut knou 
this. Uhat ut, as a nation, art still figuring out is hou to 
create and fund programs that tnsurt proptr acctss to htalth 
cart. As a nation facing a growing deficit, ut can not afford to 
dtny acctss to prtnatal cart to uomtn This action only 
incrtasts medical costs dut to tht births rtsulting in dtath and 
disability. 

NPA btlitvts in invtsting in our futurt gtntrations. Tht 
currtnt high infant mortality rata in tht Unittd Statts 
demonstrates that ut still havt not providtd adequately for our 
nation's childrtn. Sinct 1950, tht Unittd Statts has not 
improved its infant mortality rata as rapidly as othtr 
industrializtd nations. In 1950, tht infant mortality rata of 
ont of our grtatast aconomic competitors — Japan — ranktd 
seventeenth and ours ranktd sixth among tutnty 
industrializtd nations. Yat in 1985, Japan's infant mortality 
rata ranktd fical uhile ours ranktd lasi aiDQQS lhfi saat lWiQl* 
iOduliCilliZld DAliQOl (5). Cltarly, ut havt lost ground fh* mora 
than just tltctronics and automobilts. NPA btlitvts that it is 
timt to re-invest in our nation's futurt by tnsuring quality 
prtnatal cart to ill prtgnant uomtn. 

In tht long-run, ut btlitvt this can only by accomplishtd 
uith tht support and commitment of both privatt and public 
stctors. Ut, along uith othtr national organizations likt tht 
Institutt of Htdicint, tht Robtrt Uood Jnhnson Foundation, tht 
Southtrn Governors' Association and tht Amtrican Public Htalth 
Association, sat tha naad for tha fadaral govarnmant to take 
leadership in assuring access to care. As early as 1984, the 
National Perinatal Association passed a resolution urging the 
development of federal legislation that uould improve the access to 
care. Currently, ue support legislation introduced by Senator 
* 

93 1 



89 



Chafee that uould Provide catastrophic health care coverage for 
children in thair first yaar of lifa. Ua recognize, houavar, 
that aura immediate, short-tarn remedies ara needed* 

NPA recommends, as a short-term solution, that Congress 
anact S.422 and H.R. 3288 (orginally H.R. 1018), tha Medicaid 
Infant Mortality Amendments of 1987 introducad by Sanator Bradlay 
(R-NJ) and Congressman Uaxman <D-CA). This bill uould extend 
tladicaid eligibility to childran ages fiva to eight living balou 
stata povarty lavals as ua 1 1 as allou statas the option to axtand 
Medicaid coverage to pregnant uomen, and infants up to age one, 
uith family incomes up to 185 Parcant of tha fadaral povarty 
level. It uould also Provida statas tha option of covering all 
childran undar age tight uith family incomes balou tha fadaral 
povarty level* 

NPA also racommands that tha fadaral government create 
Programs that uould be implemented in all statas. Currently, the 
1986 SOBRA legislation uhich allous statas the option to extend 
Medicaid elgibility for pregnant uomen uith incomes up to 100 
percent of the federal poverty level has not been implemented in 
eighteen states* A substantial number of uomen uould have access 
to prenatal care if ALL statas adopted this option* 

NPA commends the recent federal efforts to improve. heal th 
care for tha Poor through tha Deficit Reduction Act of 1984, the 
Consolidated Omnibus Budget Reconciliation Act of 1986, and the 
Sixth Omnibus Budget Reconciliation Act uhich all expanded the 
eligibility to Medicaid. In addition, the establishment of the 
National Commission to Prevent Infant Mortality demonstrates an 
auaraness and commitment to improve our infant mortality rate. 
NPA urges that Federal action on tha problems of access to health 
care and infant mortality not stop there but continue until 
adequate care <i accessible to all* 
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CHILD HEALTH PROGRAMS 
Prevented by 
JEROME PAULSON, M.D., P. A. A. P. 
Mr. Chairman, I aa Jeroea Paulson, M. D. , a pediatrician and aaaber of the 

Aearican Academy or Pediatrics Council on Governaent Arfairs. I aa here today 
oa behalf of the Academy, Aebulatory Pediatric Association, Aaerican Association 
of University Affiliated Prograas Tor the Developmentally Disabled, Aaerican 
Association on Mental Retardation, Aaerican Occupational Therapy Association, 
Aaerioan Pediatric Society, Association for Retarded Citizens, Association for 
Children and Adults with Learning Disabilities, Association of Medical School 
Pedlatrio Department Chairaen, Autisa Society of Aaerica, Child Welfare League 
of America, Inc., Epilepsy Foundation of America, Society for Adolescent 
Medicine, Society for Pediatric Research, and United Cerebral Palsy Association. 
I aa delighted to have this opportunity to share with you our considered views 
oa Medi:aid, catastrophic health insurance foi Mldren, the aaternal and child 
health block grent and other issues relevant to budget reconciliation. 

To date, Mr. Chairmen, despite your best efforts and those or your colleagues on 
this panel, there remains aore promise than progress in these vital programs and 
plane. But increasingly there are signs that the tiaes are changing. Here in 
Washington and across the country Americans seea to be genuinely awakening to 
the inprovident negleot of our children in recent years. So it is with renewed 
optimise today that we look forward to working closely with you to reaove finan- 
cial barriers to aabulatory, hospital and home care ror children — an errort 
that would dramatically improve our children's health and jould help ensure thea 
long and productive lives as Aaerican citizens. 

Certainly, rcoent developments have proved distressing and deaand attention. 
The decreaeing acoese to oare that poor ct idren are currently experiencing 
appears to correlate with an alarming rise in preventable aorbility and mor- 
tality. Thia oan be documented by the increased incidence or preventable 
childhood diseases, such as aeasles and pertussis, and the weakening decline in 
inrant aortality ratea since 1982. To be sure, 20 states report that in certain 
regions there hes been an actual increase in the inrant aortality rate. In 
addition there is the grow ng rate or teenage pregnancies — one ail lion 
annually aaong 15-19 y«*r olds. 

Medicaid, ror its part, is still the largest and aost coaprehensive public 
health care prograa ror children. However, in the past decade or rapidly rising 

ERIC anrfWr4ow^ine«ie Americans.' Enrollment has defined in recent yeare 
"fraai t High of 33 ail lion recipients in 1977 to ftl.t Billion lo 19*». ly 19« 
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Medicaid reached only 46 percent of the poor and near-poor, down froa 65 percent 
• deoada he fort. This drop followed 12 years of risinjt •vollaent since the 
program's creation in 1965. 

Also of adeem consequence are wide variations in state elifihility « n d benefit 
rules, which cause a. rice d inequities for Medicaid recipients. The General 
Accounting Office reports that spending in fiscal 1985 varied fro* a low of $821 
per anrollee in Vent Virginia to a high in New York of $338*. Many states do 
not cover people with i rooms well below the federal poverty line — in nine 
states, three-quarters of the poor are ineligible. Another egregious variation, 
to go no further, is that six states (Hawaii, Montana, New York, Pennsylvania, 
Rhode Island and Wisconsin) cover all five eajor optional groups of recipients 
avan as Indiana and Missouri cover none. 

Soae sunlight was visible ii 1986, as a nuaber of states coaplied with 
congrossionally inspired opportunities to enhance Medicaid. The Consolidated 
Budget and Reconciliation Act of 1985, a nan tad in April of last year, required 
states to extend pregnancy-related services to all pregnant woaen with faaily 
inooaes below AFDC-eligibllity levels, Arisona now pays for swdicsl care needed 
by children under the age of six in any household receiving food staaps, 0 r with 
a faaily incoae below the federal poverty level. The Sixth Omnibus Budget 
Reconciliation Act of 1986, signed into law last fall, provides state* the 
option of extending Medicaid to pregnant woaen and children under age fi"e (on a 
year-by-year , phased-in basis) whose faaily incoaes exceed AFDC-eligibility 
levels but are less than tne federal poverty level. Movement of states toward 
embracing this iaportant expansion of eligibility has been encouraging. Twenty- 
two states have passed this option, and it is expected that at least 7 aore will 
follow suit. Fortunately, in all but two of these 22 states, the incoae level 
adopted was the aaxiaua — 100 percent of the poverty line. The sad news is 
that 15 states have rejected the option while another 6 are considering it. 

In fact, every year since 1983, Congress, despite the specter of punishing defi- 
cits, haa successfully fashioned Marginal, increaental progress in the Medicaid 
prograa specifically aiaed at the proaotion of asternal and ohild health. Data 
froa a variety of sources eonfira that Medicsid expenditures for children are 
inexpensive relative to other populations. (Yet children continue to constitute 
roughly 50.3 percent of Medicaid recipients, while receiving only 19.3 percent 
of prograa expenditures.) 
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Meanwhile, other extremely serious haalth cart acceaa problena paralat: 

• One-third of all uninaurad pregnant women and aora than 30 parcant of unin- 
aured children have family in come a between 100 and 200 parcant of tha fadaral 
poverty level. Tbeae Meager inooaea era too high to qualify for Medicaid but 
inadequate to buy eitbar neceaaary haalth care or privet naalth lneuranoa. 

• Eighteen atatea at 111 fall to extend Medicaid coverage to children over age 
flea with incoaea below APDC-ellgibility levels If they live in two-parent, 



working fa»i Ilea. 

It la thua imperative that aaternel and child health advocates continue to press 
for a Medicaid prograe that is both equable and equitable. Indeed, there are 
arveral aignlf leant aeaaures before you which should be enacted as part of the 
reconciliation bill. 

First, Senator Bill Bradley's (D-N.J.) legislation <S.«2) would 1) permit sta- 
tes to cover pregnant women and infanta with faeily incoees under 185 percent of 
fadaral poverty; 2) permit states to accelerate coverage of certain children 
addreaaad in the new 1986 law, i.e., children under age five with family incomes 
below 100 percent of federal poverty; and 3) extend Medicaid coverage by FY 1991 
to all children under age eight with family incomes and resources below AFDC 
financial eligibility levela. 

Thla propoaal would potentially aid 79,000 pregnant women and 239,000 children 
under age five in 1988 at a coat of only $65 million. It is especially impor- 
tant because private and public insurance mechanisms remain inadequate, because 
we know many pregnant woaen and children fall to receive needed health care as a 
reault of gape in lnaurance coverage, and because investing in preventive and 
primary haalth care Is effective and economical. The Academy strongly supports 
inclusion of the Bradley amendments in the budget reconciliation bill, and 
applauds tha aenator for his continued leadership. 

Second, we urge you to adopt provisions included in the House Energy and 
Commerce reconciliation package that would allow stater to extend Medicaid 
coverage for six montha, with no premium requirements, to families who lose 
oaah-aaaUtenca benafita beeauac of earning*. At the conclusion of the man- 
datory alx-month period, atatea would be required to offer heelth coverage for 
an additional 18 montha to families who continue to work. During this mandatory 
period, atatea could, at their option, extend health care coverege with en 
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income-related premium for an additional 16 months; atate costs for this 
optional coverage would qualify for ftderal Htdicaid Batching funds. Thus, the 
toUl mandatory covtrage period would be 24 tenths; the total potential coverage 
period, if m atate elects, would be 42 months. These provisions would apply to 
individuals who leave cash aaaistance due to earnings on or after January 1, 
1988. 



Third, we urge you to include language in budget reconciliation to ensure that 
the provision in the 198* Medical amendments extending coverage to newborns of 
Medicaid eligible mother a is properly implemented. As you are aware. Section 
2362 of r.L. 98-369 requires that states automatically extend care to babies born 
to Medicaid recipients for up to one year so long as the mother remains eligible 
for Nedioaid assistance end the baby continue, to live with the mother. This 
provision has been added because infanta all to often are denied urgent medical 
care because of delays in the eligibility certification process. 

Because HCPA has not given any direction, states* implementation of this provi- 
sion haa been disparate. Some have mothers use their cards in their babies 1 
behalf; other states require hospitals to issue cards to the newborn; others 
have done nothing. 

A logioal recommendation ~ developed by the Childr#n's Defense Fund would be 
to require states to instruct providers to submit claim under the mother's ID 
during the automatic eligibility period. The baby would not only be entitled to 
the coverage but would have solid evidence of the entitlement. Given that auoh 
language would aerely ensure imp? mentation of the 1984 amendments, we do not 
believe there would be significant additional osts. 

We would also bring to your attention — and recommend inclusion of — 
demonstration programs to reduce infant mortality by improving the access of 
eligible pregnant women and children under Medicaid to obstetricians and 
pediatricians. The demonstration projects would fund innovative approaches to 
increasing the participation of pediatricians and obstetricians by means such aa 
guaranteeing continuity of coverage and expediting eligibility determinera; 
decreasing unnecessary administrative burdens; assisting in securing or paying 
for Medicaid malpractice and improving compensation through increased payment 
ratea, expediting reimbursement and establishing global fees for pediatric end 
maternity services. The Secretary would be required to report to Congress not 
later than March 1, 1990 on the results of the demonstration projects. 
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Indeed, at the newly released GAO report concluded, alaost two.thirds of 
pregnant women who are on Medicaid or who lack health ineurance receive inade- 
quate aadical care during their pregnancies, a major contributing factor to high 
infant mortality rates, A survey of woaen in 32 U.S. communities found that 
women who had either Medicaid or no health insurance were far less likely than 
men with private insurance to aeek care during the firet three montba of 
pregnancy, aa ia recoaaiended , or to see a doctor at least nine timee during 
pregnancy. It fowl that 63 percent of the 1,157 women surveyed had inadequate 
prenatal care. More than percent of the women had low birth weight babies, 
compared with a national rate of less than 7 percent. It is our belief that 
increased participation by pediatricians and obstetricians-gynecologists will 
result in improved access to care and improved health statue of pregnant women 
and children. Thia may aleo reduce overall coste if pregnant women and children 
substitute private physicians' offices for expensive emergency roome and hospi- 
tal clinics. 

A stcond major concern to child advocates particularly those involved with 
children with special health care needs -- is the ieeue of catastrophic health 
insurance for children. As you are well aware, the catastrophic expenses 
incurred by children are a significant problem. During the past six aonths, 
several themes relative to the neede of children and families who incur 
catastrophic coata have emerged. First, although acre information is necessary, 
the available empirical data indicate that the number of children who incur 
catastrophic expenses, compared with the eldery population, is smaller in abso- 
lute terms and proportionally. Second, by nature, children's catastrophic 
expenses are long-term or even lifelong, thus pointing to the need for improved 
home- and community-based care optione. Third, Siven the varied requirements of 
these children and their families, there is a pressing need for care coor- 
dination to help ensure that these children and their families receive all the 
neoessary services in a coordinated, financially sound fashion. 

A true "solution" to the myriad of issues surrounding children's catastrophic 
health expeneee will require a thorough and comprehensive examination. As such, 
we strongly u-ge the committee to convene » . eries of hearings on the issue of 
ohildren'e cataetrophic expenses - to better define the population, their coats 
and unmet neede, and to examine the array of proposals being put forth. 
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There are several significant proposals that Mr it your immediate attention — 
proposals consistent with previous Madleald expansions that would sat tha stage 
for consideration or a mora comprehensive catastrophic policy for children. 
Senator John Charee's (ft-ft.X.) Nad Aaerlca Act or 1987 CS.1139) provides a 
nuaber or significant reforms ror the Millions or uninsured and underlnsured. 
Or particular ieport, this bill would completely sever the eligibility tie bet- 
waan Medicaid, AFDC aid SSI; allow individuals at or near the federal poverty 
leval to "buy in" to Medicaid; and allow those in excess or 200 percent or the 
federal poverty level who have been denied health insurance because or pre- 
existing conditions, or who hava exhausted their insurance benefits, to purchase 
Medicaid. Further, states that elact this option would be required to provide a 
standard benent package that does not inordinately expand existing state com- 
■itaents. The Aosdeny and other organizations represented today support this 
bill, which clearly reriects the rarsightedness or its sponsor. We also appre- 
ciate that Med Aaerlca Is an ambitious proposal. As such, we urge you to con- 
sider during the process or budget reconciliation the provisions in the 
legislation that would allow individuals who are denied insurance because or a 
pre-existing condition, or who have depleted all their insurance coverage, to 
purchase Medicaid, at a state option. 

Indeed, given tha limitations or tha current economy, a more limited and perhaps 
mora feasible measure , which is based on the principles eabodied in Mad America 
is Senator Duranberger's Medicaid amendments ror chronically 111 children and 
children with disabilities. Although consistent with the principles embodied in 
Mad-America, this bill is unique in that it would extend Medicaid coverage to 
individual children with special health care needs and not the whole ramily. 
Under Senetor Durenberger's bill states would be allowed to extend Medicaid 
coverage to chronically ill end children with disabilities in raailies whose 
income is under 185 percent or poverty. Care end services under the program 
would be furnished in accordance with an individualised written health care 
management plan developed under the direction or the designated case management 
agency. The plan would emphasize delivery or services in the least restrictive, 
moat errective setting within the coaaunlty. The heelth plen would ensure that 
comprehensive heelth care is provided end thet, where eppropriete, such cere Is 
combined with other relevent educational end social services provided by public 
and private agencies. 
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Today, an estimated 5 percent of all children under the age of 18, or 3 ail lion 
children, suffer from a chronic lllnesa or disability that significantly Halts 
normal childhood activities; for example, juvenile diabetes, severe ssthea, 
spina bifida, cystic fibrosis and aental retardation, all chronic diseases. 
Conditions classified ss chronic share certain characteristics: they are costly 
to treat; require regular aedical attention and health related services; aay run 
an unpredictable course, and interfere in daily life and noraal growth and deve- 
lopment. Unlike an acute illness froa 'fhlch a child can recover, chronically 
ill children aay never get well. The child and his or her faaily aust deal with 
the disability on a permanent oasis. Good, regular health care, however, can 
enable a chronically ill child or a child with a disability to function at his 
or her optimua and avert aore costly hospitalizations. 

For a low-inooaa faaily, the regular and specialty health care services that aay 
be required for a child with a chronic illness or disability can lapose a tre- 
aendous financial burden. Without adequate care, the condition is likely to 
become aore aavera and result in coaplications . Unfortunately, approxlaataly 
one-third of poor children and one-fourth of near poor children with chronic 
Illnesses and disabilities are uninsured. Many others are underinsurad. 
according to a recent study of access to health care for children with disabili- 
ties, the likelihood of seeing a physician was 3*5 tlaes higher if the child had 
insurance coverage. Thus, without adequate health insurance, these children are 
not likely to receive the health care they desperately need to overcoae the 
barriers to a happy, thriving childhood. 

As such, we strongly recommend enactment of the Medicaid Chronically 111 and 
Disabled Children Aaendaents as part of budget reconciliation. This legislation 
is consistent with previous aoveaent on the Medicaid prograa, would facilitate 
the coordination and developaent of a comprehensive delivery system st t»>e state 
level, and would help serve children who are most in need. If enacted this 
legislation would set the stage for the committee to address the truly 
"catastrophic" needs of children. 

While Medicaid funding has progressed however marginally over the past four 
years, the asternal and child health block grant is at a standstill. Aside froa 
a minimal i.ifusions, funding has remained virtually flat. 

The purpose of the MCH block grant is to enable each state to assure mothers and 
children access to quality health services, reduce Infant aortallty and incidences of 
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preventable diseases and handicapping conditions among children, provide rehabilitm- 
tion services for children who are blind and children with disabilities under 
the age of 16 and provide various services for children with special health care 
needs. Clearly, these are worthy goals. How well the prograa has been able to 
Beet these goals, given Halted funds, is unclear. 

Specific recossiendations with respect to the MCH block grant ere not well fo mule ted 
— »nd cannot be — absent oversight hearings to review the Implementation of this 
Important prograa. Since this prograa was enacted in 198 1 , Congress has yet to exer- 
cise its oversight euthority to review the implementation 0 f this prograa or look to 
needed nodi fleet ions end fiscal stability. The Title V prograa, which underpins the 
MCH block grant, has celebrated its 50th snniversery. It is now tiae to look at 
the directions we aust take over the next 50 yesrs. 

Indeed, the nodical, social, end health csre environments have changed dramati- 
cally since the enactment of this block grsnt, both in areas of medical tech- 
nology and treatment and finsncing for an srray of needed services. It is 
important that we examine the design and ability of this system to aeet the 
complex needs of today's children snd their families — needs thet involve e 
renge of services from health, education, social services and other arenas. As 
with Hedioaid, the MCH block must be sssessed with respect to its responsibility 
to children and families for preventive, sick and catastrophic care coor- 
dination. The MCH agency at the state level is a logical recipient of monies to 
benefit children — in fact, it may be the only place where such funds could be 
protected. However, we aust first define exactly what needs to be done. Whet 
are these children's and their families' unmet needs? Whet kinds of interegency 
agreements are necessary to develop a truly coordinated system of care? Whet 
and where are the existing programs that could serve as role models for the 
nation? And, if more dollars are given to the system, should they go to service 
delivery, care coordination, or both? Indeed, oversight of the MCH block grent 
should not be a myopic assessment — it should focus broadly on how maternal and 
child health programs should interlock more effectively to esteblish e coor- 
dinated system of child health care. 

As we strive to fashion a mora comprehensive system to address the needs of 
^Children, let us not take a band-aid approach to large holes in the so-called 
PJ^J^faty net. Rather, let us reeson together in a focused oversight hearing to 
vS/^il* ■ firm foundation with the capacity to provide the necessary oomprehen- 
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but they must be fully utilised to reach as many children as possible in a 
system that is designed to do just that. 

another issue moving to the top of the agenda is funding for the childhood vac- 
cina compensation legislation, P.L. 99-660, which passed last session. This 
issue is particularly pertinent to mention today because of its fiscal impact on 
the HCH Block and Medicaid. Without a compensstion system, vsccine prices will 
continue to rise and many of our children will be at risk for totally preven- 
table diseaaes. The cost of fully immunizing a child in the public system has 
gone from $6.*9 in 1982 to $5*. 8* today. In our quest to address the health 
needs of children, we cannot lose sight of the most basic of our preventive 
health programa. We would "rge you to take advantage of this opportunity to 
resolve the funding issues that currently block tie implementstion of this 
program. Specific recommendations will be provided pending House action within 
the next two weeks. 

Finally, Mr. Chairman, we support passage of S. 1711, Senator Bentsen'a propo- 
sal, for a National Commission on Children. As is obvious from the previous 
testimony, the need for such a body is clear and overdue. Indeed, the United 
Statea ia the only major western country without a top level government agency 
devoted exclusively maternal and child health issues. We look forward to 
working with you and the commission to develop a true, sound, comprehensive 
child health agenda for America's children. 
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AMERICAN COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS 
on 

CHILD HEALTH PROGRAMS AND PROPOSALS 
Presented by 
Charles E. Gibbs, MD, FACOG 



Mr. Chairman, Members of the Committee, I am Charles E. Gibbs, MD an 
obstetHciais-tynecologist from San Antonio, Texas, and a member of the ACOG Committee 
on Health Care for Undersenred Women. Tm delighted to be here today testifying on 
behalf of the College. No debate is more important than how to get children off to a 
healthy start. In these days when we are forced to make difficult choices because of 
budget considerations, this choice is an easy one. It's a question of whether we pay now 
or pay more later. 



The relationship between prenatal care and the prevention of infant mortality was 
well documented in the 1985 report of the Institute of Medicine (IOM) Preventing Low 
Birth wei g ht . The IOM found that "the overwhelming weight of the evidence is that prenatal 
care reduces low birthweight," a condition associated with two-thirds of the deaths in 
the neonatal period and 20 percent of postnatal deaths. Moreover, the IOM reported that 
•a major theme of virtually all the studies reviewed is that prenatal care is most effective 
in reducing the -nance of low birthweight among high-risk women, whether the risk derives 
from medical factors, sociodemographic factors, or both." 

Do all pregnant women uniformly receive good prenatal care? The answer is no, 
and the evidence for this is seen in the neonatal intensive care units of hospitals throughout 
the country. Not only has there been no progresr tince 1979 in getting more women into 
teriy prenatal care, the number of women who obtain late or no prenatal care has increased 
since 1982. In 1985, the latest year for which figures are available from the National 
Center for Health Statistics, 24 percent of mothers failed to begin prenatal care in the 
critical first trimester of pregnancy. Five percent of white women and 10 percent of 
black women received late or no prenatal care. The data shows that . states with increases 
in the proportions of mothers receiving late or no care substantially outnumber states 

withdecw Hi J8A iiAvA t S00 ♦ ' i* 

^ Evidence of an unmet need for maternity coverage comes from studies which show 
jlJ^JjQ 7 ****** of women of childbearing a*e are uninsured. Researchers at VanderbUt 
natty discovered that delivery of a child Is the most frequent cause far hospitalisation 




of patients who lacked insurance. 1b the United States today we fail to assure the birth 
of healthy children, because we aren't doing what we already know will work. 

MEDICAID ELIGIBILITY 
Medicaid is the single most important source of care for low income pregnant women 
and their children. An estimated 15 percent of all births in 1964-85 were paid for by 
Medicaid. The problem with Medicaid is that far too few of the poor qualify. Eligibility 
for Medicaid services varies greatly among the states. In 1985 most states set their 
eligibility levels for Medicaid benefits at or below 50 percent of the federal poverty 
standard. In my own State of Texas, only 10 percent of births are subsidised by Medicaid 
and, due to very stringent eligibility criteria, 70 percent of women below the federal poverty 
standard don't qualify. 

During the past several years, Congress has taken significant steps to address the 
infant mortality problem by expanding Medicaid eligibility for maternity care to more 
low income pregnant women* The Omnibus Budget Reconciliation Act of 1986 (OBRA) 
allows states to provide Medicaid benefits to all pregnant women with annual family incomes 
below the federal poverty atandard of $8,738 for a family of three. The OBRA provisions 
give states the option of raising eligibility and receiving vital federal matching payments 
of 50)1-80 1 of program expenditures. 

In the state legislative sessions completed since the enactment of OBRA, preliminary 
reports show that 25 statea havr enacted some expansion of Medicaid eligibility or services 
for pregnant women. Hopefully more will follow in future legislative sessions. Although 
it is too early to assess the impact of these changes, we believe they will result in more 
women obtaining prenatal care. 



Even for families with incomes above poverty, the cost of having a baby for those 
who lack insurance can be prohibitive. The Health Insurance Association of America (HIAA) 
estimstes that in 1986 the total medical cost of having a baby waa $2,560 for a normal 
delivery and $4,270 for a cesarean delivery. ACOG supports S. 422, the Medicaid Infant 
Mortality Amendments of 1987, which will build upon the progress made in pk-eceding 
years by allowing states to extend Medicaid benefits for pregnancy related care to pregnant 
women with family incomes up to 185 percent of the ftueral poverty threshold, that Is, 
Q 6,165 for a family of three. These amendments, which are included in the FY 1988 
]^ idttation Mil reported by the House Energy and Commerce Committee, will go a 
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afford to pay for it. The logic behind this step is irrefutable: prenatal care is not only 
effective in reducing low hu-th weight and infant mortality, it is cost effective. The IOM 
report concluded that for every dollar spent for prenatal care among a targeted high risk 
population, $3.38 could be saved in the total coat of caring for low hirth weight infants 
requiring expensive medical care. 



Some states have already shown interest in extending services to uninsured pregnant 
women with incomes above the federal poverty standard. Florida, Massachusetts, Michigan, 
Minnesota, New York, Rhode Island, and Washington have established programs to provide 
at laast some pregnancy-related services for women with incomes above the federal poverty 
standard. Enactment of the Medicaid Infant Mortality Amendments of 1987 would reward 
these states for their initietive and provide the incentive for other ststes to follow suit. 



AVAILABILITY OF CARE 
In addition to addressing the issue of the pregnant patient's eligibility for reimbursed 
care, the ACOG urges you to begin to address the issue of the availability of pregnancy 
related care to Medicaid recipients* Pregnant women who are eligible for Medicaid services 
have difficulty obtaining prenatal care, in part because clinics are overburdened and many 
physicians in private practice are unwilling to accept Medicaid patients. Recent changes 
in the law expanding eligibility have not addressed all the sccess problems faced by pregnant 
women. 



Studies of participation in Medicaid by obstetricians rely on self-reported dsta and 
snow participation rates ranging from 46 percent of obstetricians in private practice (the 
Alan Guttmacher Institute, 1985) to 64.4 percent of all obstetricians (HCFA-NOkC, 1978). 
Preliminary data from an ACOG survey conducted this year show that 64 percent of 
obstetrician-gynecologists sampled who provide obstetric care do so for Medicaid patients. 
Obstetricians surveyed listed low reimbursements, slow payments, denial of eligibility 
after the patient has been in care, and a belief that Medicaid patients are more likely 
to sue as reasons for nonparticipation. 



In many slates the reimbursement rate for total obstetric care is well below half 
the prevailing charge for obstetric care. In 1986 the ACOG fo<ind the median charge 
for total obstetric care nationwide to be $1,000. For that same year the General Accounting 
^Office (GAO) reported the nations, average reimbursement rate under Medicaid was 
EI\IC' 11 ' fe l0 " e W*™* "rtoe not been updated la more than a decade. 

~a*am»le, Cor complete obstetric cars including all prenatal emits plus attendance 
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at delivery, the GAO recently reported that New Hampshire reimburse* $214, West Virginia 
$255, and Pennsylvania $312. 

Professional liability concerns discourage physician participation in two ways, 
first, the cost of liability insurance nay constitute a large portion or actually exceed 
the reimbursement rate for obstetric services from Medicaid. In New Hampshire the 
average cost of liability insurance is $154 per delivery, $273 in West Virginia, and $203 
in Pennsylvania. Increasingly, we are noting a decline in access to obstetric services in 
nanl and economically depressed communities aa obstetricians, family practitioners, end 
nurse midwifes confronting the reality of high insurance premiums and low reimbursement 
from public programs give up the practice of obstetrics in those communities. Last year, 
Danine Rydlaad, MO, an obstetrician from Petersburg, West Virginia, who testified before 
the Senate Labor and Human Resources Committee indicated nea-H 50 percent of her 
obstetric patients were either Medicaid or MCH sponsored. Given a Medicaid payment 
rate in West Virginia of only $255 for total obstetric care, she did not see how she could 
cover the nest liability Insurance premium. 

Secondly, some obetetricians believe that caring for Medicaid patients results in 
■mater liability exposure. Because Medicaid patients are at greater risk of having a poor 
obstetrical outcome, they are perceived by obstetricians as more likely to initiate a 
malpractice suit. The A COG is currently researching th« obstetric suit rste for Medicaid 
patients as compared to others. 

The A COG supports establishment of a Medicaid demonstration program to find 
ways to improve access to needed physician services by pregnant women and children. 
Specifically, states should be encouraged to try innovative approaches to increasing provider ' 
participation. These could includes 

(1) improving compensation, expediting reimbursement, and using innovative payment 
mechanisms including global fees for maternity and pediatric services with guaranteed 
periodic payments! 

(2) assisting in securing, ot paying for, medical malpratice insurance or otherwise 
■oaring in the risk of liability for medical malpractice} 

(3) decreasing ur necessary administrative bin dens in submitting claims or securing 
authorisation for treatment! 

(4) guaranteeing continuity of coverage, and expediting eligibility determinations! 
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<S) covering medical eervicee to meat the aeeds of high-risk pregnant women and 
infant*. 

Boa w wch and anecdotal evidence indicate there It a positive r sspo nu on tht 
part of pfcyatdttpu in states which have tncreaeed reimbursement ratee and mada 
lafwuaarti la itaiur praceemng, aUgibility determinations, and scope of eerviree. 
A dena - attea r» araro may wall show that it to poaaibla to immove accaaa to p.«nattl 
cart ay dodicald rt tplaata aad ultimately raduca tha rata *f iafaat mortality. Wa urg-i 
the Committee to took favorably at tha demonstration program contained in Sac 41^4 
of Urn reconciUation bill raportad by tho House taorgy and Commerce Committaa. 



Prenatal ear* baa coma a long way since 1 bagaa practicing. It uaad to ba that pranatal 
car* coaatotad of litOa mora than moathly checkups employing a scale, a blood praaaura 
cuff, aad a tapa maaaara. Modara obstetric cara involves tuch services as idtraaound, 
aamiocaataato- APP screening, Rhogam. atrow and n a n at r aa a tests, conaultationa with 
medicine aad surgery, 4 ad hoapital cara for conditions such as thraatanad pramatur* Ubor. 
High risk woman and taans naad a comprehensive array of services including nutrition 
conaaaHng, treats drug abuse, smoking cassation, social sorv.-es, acadamic and 

vocational education, psychological couneeUag, and transport st im. At tha vary minimum, 
good madical cara to asstntial and dictate* that pranatal cara always ba coordinatad with 
labor aad deUvory. Unfortunately, it to relatively common for public funds to ba mada 
svallabU for .enatal cara without tha availability of funding for or coordination with 
Ubor and dalivary. Whan tbara to a public or community hoapital to providt backup, 
coordination is good. But whara such backup to missing, tha bads ara univailabla, or tha 
hoapital raquiras a substantial dapoait prior to admission, patisnta ara f oread to show 
op at tha amargancy room of a hoapital whan tbay go into Ubor bacauaa no provioon has 
baan mada for inpat'-nt cara. Tho sdvantagaa of tha pranatal cara ara virtually lost if 
tho patient arrt* - ' ,cr and the dalivary attandant has no racord of bar pragnancy. 

U addition to supporting S. 422 to oxpand Medicaid ahgibility and tha domonstration 
program to 'ay ianovativa matboda to incraaaa tha avaUability of sarvicaa to Madicaid 
banaficUriaa, tha Collage meksi tha following racommandationsi 

1. Statu which fail to anact tha OBRA options to incraaaa Medicaid aUgibility 
to 100 parcant of povarty and to wstabUu a program of prasumptiva aUgibility must ba 
aa c a uv agad to do so. Aa long as noma states aat tbrtr eligibiUty criteria for pragnant 
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wesson as tow a* 1* percent of poverty uUtowtb* caee, tremencous disparities in the 
iHnHtUA|tipnt women obtain early prenatal caw wiU peratat. 

2. rtmajim should increaae funding for tho Maternal and Child Hoalth Block Gnat. 
Uk* community health centers, clinics funded through MCH block grant funds, coupled 
witk atalo and local dollars, ara a critically important aourca of praaatal cara for »oor 
woman. The Mock gnat la aa important roso u r c s for states and a aourca of cara for women 
who would otherwise fall through tho cracks bacauaa thay don't qualify for Medicaid. 

3. Coafrass should incratse tba rigarette oadaa tax. Smoking during pregnancy 
tocroaaao tho rlak of miacarriaga. premature deuvery, and stillbirth, Nswboras of serakiag 
matter* woigh oa tho average 200 grama lass than habiaa born to mothora who do not 
toko. Smoking ia thus an important and preventable contributor to tow btrthweight. 
Dsopitc tha documontad haalth risks to chUdran from matarnal smoking during praanancy, 
smoking by woman in tha cUMbenrtng yaara persists. Mora taonaga girts now smoke than 
boys. The dnarette excise tax ia an effective deterrent to smoking. Studies show a 10 
percent increase in the coat of cigarettes produces approximately a 4 percent decrease 
m smoking among adults and a much greater effect — a 14 percent decreass — in smoking 
among teenagers. 

4. Congress should maintain tba existing Medicaid matching rate for family planning 
ssrrices. Family planning must he an integral part of our national strategy to improva 
maternal and child health. According to the IOM report, family planning contributes 
specifically to reductions in low birth w sight by reducing the number of births to women 
with high risk characteristics, increasing the interval between births, and increasing the 
proportion of preenanciss that are wanteu at the time of conception. Women who went 
to be pregnant are more likely to seek early prenatal care, while women who do not want 
to he pregnant frequently delay seeking care. We oppose the Administrttions's budget 
proposal to reduce the Medicaid family planning matching rate. 

Thank you for this opportunity to testify. I would be happy to rsspond to any qusstions 
you might have. 
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TttTXHOmr on 
CHILD HEALTH CAM LtQISLATIOW 

Statamaat Of 

* «ob«rt a. 8wac*y 

Mr. Chairman, X am ftobart H. Sw.an.y, Praaidant of NACHRI — 
tha National Aaaociation of Childran'. Ho.pital. and Ralatad 
Xnatitution.. HACHRI i. tha only national organiaation of 
Childran'a Ho.pital.. Na rapraaant 91 Childran'. Hcpital. in 36 
atataa plua tha District of Columbia. 

Our mambar hospital ■ ara uniqua' inatitutiona. All ara non- 
profit. Thay ara taaching ho.pital., and aany ara angagad in 
raaaarch. Childran'. Ho.pital. .arva aa rational madical 
cantara. rac.iving rafarral. fro. around tha country and tha 
world. Thay provid. highly .paciali.ad padiatric cara that oftan 
ia otharwiaa unavailabla in tha ragion in which thay oparata. 

X thank you for tha opportunity to taatify on tha 
lagialation panding bafor. tha Pinanc. comnittaa, which would 
affact tha dalivary of haalth cara for childran. 

ttUUrtn'l Bofpl^aU to Oniona tofxiajgj in Providing 
■nalth sm f ?r ?H,H m 

Childran*. Boapitala .pacialita in tha traatmant of aarioua 
illnaaaaa and diaabilitiaa among childran from birth through 
•arly adulthood. For axampla, about 26 parcant of tha bada in 
Childran'a Ho.pital. „a davotad to critical and apaeial cara. 
Among ho.pital. in ganaral, only about 8 parcant of thair bada 
ara for such intan.iva cara. 

Childran*. Ho.pital. aarva a larga population of childran 
and thair familiaa. Thay cara for on. out of avary 12 childran 

erJc ! 
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hot y talixed in tha U.S. each !•« — more than 400,000 annually. 
And wall* they ere best known for their inpatient car*, 
Chi ldren ' • Hospitals provide an unusually high vol una of 
outpatient specialty cara and primary haalth care. For example, 
on average, Children' ■ Hospitals provida appro xinately twice tha 
volume of outpatient visits par admission as do acuta cara 
o o— u nity hospitals. 



Because of their specialization and tha size of tha 
population they serve. Children's Hospitals employ nearly 60,000 
psople and incur acre than $2.4 billion in expansee each year. 

Children's ■oaoitala Have Qnioue ■.par lance in Providing 

Ctf for tha Poor. Hot* Madieaid Belief loler jea and the 

Oninanrad. 

About 33 percent of Children's Hospitals' patient activity 
involves the cara of children from low income families — both 
Medicaid patients and patients whose families are unable to pay. 

About 26 percent of children's Hospitals' patient activity 
involves Medicaid beneficiaries. In some instances. Medicaid can 
account for more than 50 percent of the income of a Children's 
Hospital. 



Because children's Hospitals work so extensively with 
children of low income families, we can speak from first-hand 
experience for the validity of data that tell us: 

a 20 percent of all children are uninsizeu or 
under insured, and 67 percent of uninsured children * at least 
one employed parent or guardian; 



a over 25 percent of all children end *C 
percent of the uninsured have no physician visits in a 
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• 83 percent of pregnant women who are either 
Medicaid eligible or uninsured receive no prenatal care or 
receive it late, despite the fact that early prenatal care ia a 
■if* if leant factor in reducing premature births* 



e Although the number of children in poverty 
increaaed 29 percent between fiscal* yaar 1978 and 1985, tue 
number of children served under Medicaid dropped 4 percent. 



Children' a mnomitala Are acutely aware of the Catastrophic 
lllltl "in TTft* Confronting TftTITH ftTiUtffT 

secauae of their special experience with both high cost 
pediatric care and children of low-income families* Children's 
■capitals recognise that the problem of catastrophic health care 
costs for children is multi -faceted. Depending on the individual 
family* acute care* chronic care* or even primary care costs can 
be catastrophic. They literally can jeopardise the financial 
survival of the family. For example: 

e For the low income family* the cost of even routine 
medical care can be catastrophic. Children of poor families are 
twice as likely to have no regular source of primary health care 
as non-poor children. In fact* in many communities* Children's 
Hospitals have become the only source of primary care for low 
income children. 



e Over the course of several years* the accumulative 
oosts of care for the chronically ill or disabled can be 
catastrophic. For example* children with ongoing* chronic care 
needs can incur annual coats of anywhere from a few thousand 
dollars to as much as $350*000 for a child suffering from a 
severe lung problem who is ventilator dependent. 
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• filially, there are the coete we Moat typically 
think of ee catastrophic — th* extremely high coats that 
accompany an extraordinary episode of lllnaaa or disability. For 
example* approximately 220.000 premature babies are born aach 
yaar. Bach incurs average expmnsee of no re than $35,000 
annually. For many, the ooste reach $100,000 or mor*. . 

The Probleei of Children's Health Care Comf Boouiros a 
isalti-feceted Approach. 

Bacauae it involves faailies of different income levels* and 
because it involves different kinds of health care problems, the 
problem of health care coats for children demands a ami ti -faceted 
approach. It must eneure the following: 

e accaaa to preventive health care, particularly for 
pregnant women and young child rem 

• accaaa to public and private health insurance to 
cover a broad range of acute and chronic health care needed 

• government inauranca of laat reeort to protect both 
insured and uninsured familiee from coata that exceed their 
inauranca and jeopardise their financial stability. 

There are aaveral immediate staps the Committee can take to 
begin to addreee the problems of children' a health care. By 
acting on pending legislation the Committee can build on the 
existing health care financing system — to contain the eroaion 
of children 1 a accese to health care we have witneaaad in recent 
yeare and to fill in the moat obvious gaps. Certainly there are 
other approachee the Committee could take, but together the 
pending propoeala represent an immediately effective package. 



e 
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Looking beyond the reconciliation Markup, the CosaUttee also 
ehould take steps to rt-tuaini the underlying financing i YltM 
itself — particularly the organisation and purpoaea of Medicaid. 



4**1 iteBM Act Woe to jjgaej a~- tt te 
ttrUcejd Coverage and ***** Qa& utogA ta Leolelation t 7T 
ttlUttt Iff y and 1911, 

Finance ccenUttce member. • lagialative leadership thia year 
deaonatratea awareness of the breadth of legislation required to 
deal with the health care neede of children. 

a Sen. Bradley'x S. 422 builds on the Coanittee'a 
coamiteent to expand Medicaid eligibility for pregnant women and 
young children. 



e Sen. Chafee'a MedAeerica, S. 1139, of fere the 
opportunity for the near-poor to buy into Medicaid with 
subsidised premium*. 



e Sen. Chafee'a cataetrophic bill, s. 1337, createe a 
aafety net to protect familiea from the aoet extreme caeee. 
About 3.6 Million children are born each year. Nearly 10,000 
families have newborn, end children under age 1 whole nodical 
expeneea exceed $50,000, aj*d the out-of-pocket liability ie 
greater than 10 percent of adjueted groat income or $10,000. The 
care for each of theee 10,000 children averagee about $90,000. 

a Sen. Durenberger'a new bill, S. 1740, encouragea 
states to expand Medicaid eligibility for children with chronic 
illneea or disability. 



NACHRI aupporta each of these billa. In particular, we 
have worked cloeely with a coalition of organixationa on Sen. 
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Chafee'a t. 1537. and we applaud hla special leadership in 
calling attantion to tha naada of faailiee facing vary nigh 
haalth ears billa. Together* thaaa four billa represent a 
legislative package that would contain tha problaai of 
cataatrophic haalth coat and bagin to fill in the gapa we aee in 
our financing ayatea for children' a health care. 

■owever, we also under it and the budgetary preaaurea feeing 
the Coaaittee. Congress' budget resolution aiaply doea not 
aceoaaodata moat of tha budget outlaya theae billa together would 
require. Therefore. HACHRI offera the following recoaaendationa 
for Coaaittee action during the upcoaiing reconciliation markup: 

a Adopt a. 422 in full. It ia a aodeat but critical 
atep toward preventing future cataatrophic cases* and it ia fully 
covered by the budget resolution. 

a meet — within tha neat year ~ lielelatlon to 
cover tha vary high coat catastrophic cases tarootad by a. 1537. 
To lay tha groundwork for that action, uaa tha reconciliation 
bill to direct either the 0*O or the OTA to arodno a atndlan. 
within the neat all aonths. that docuaant the children' a 
catastrophic problea. both for acute care and chronic caaea. 

a support flan. Bentaen'a proaoea l for tha 
eatabliahaent of e coaaiaeion on Children , a. 1711. 

a ahould additional funding prov e to be available 
within tha 'ftffa.mirTl 302(Dl allocation, lo ok to eipand tha 
aandataa for additional Medicaid ooverftfe under a. 422. The 
Coeaittee alao could conaidar the poaaibilitv of phaaina-in 
Medicaid buy- ins, either on a demonstration basis or by targeting 
thea for individuals with chronic illnesa or diaability along tha 
linee of aen. Durenbarger's proposal . 
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BalMfclM m »«for» at laateata, 

Our reoommendations for the above measures respond to the 
■©st iMMdUU health cere needs of children. They will protect 
individual families today. However, there ere fundamental 
problem in the underlying health cere financing system that in 
theory should benefit all children equitably, buc in fact fella 
far short of that goal. 

Although it it the major program for child health care 
across the country , Medicaid provides inadequate coverage for 
children. In 1985, when children under age 18 accounted for 20 
percent of the poverty population, they accounted for only 14 
percent of Medicaid expenditures. 

In addition. Medicaid is a very inconsistent program in its 
eligibility and coverage requirements. For example, in 1984, 
eligibility income in Alabama was 17 percent of the federal 
poverty level of $10,?00 for a family of four; in California it 
wee 74 percent, overall, average eligibility was only 38 percent 
of the poverty level. States also vary substantially in the 
coverage their Medicaid programs provide in terms of numbers of 
inpatient hospital days, outpatient visits, and procedures. 

Because of Children's Hospitals* extensive experience in 
caring for low-income children, we are convinced the time has 
come to reassess Medicaid in terms of the adequacy of children's 
eligibility for coverage, the extent of their coverage, and the 
reimbursement of the coveraoe. 

Such evaluation should address the following questions: 
e Should Medicaid eligibility be uncoupled from 
welfare eligiblity? 
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• Should Minims federal atandarda be aet for 

•ligiblity, coverage, and reimbursement rata a to an aura more 

aqual aocaaa to care for child ran* regardleaa of tha atata or 

rag ion in which they liva? 

a Should public inauranca for childran be aplit off 
entirely from Medicaid, ainca it ia increaaingly davotad to tha 
long-term cara coata of tha aldarly? Medicaid waa f irat enacted 
at the aaae tine aa Medicare* and it reflecta Medicare' a apiaodic 
orientation toward health care coverage. However, children 
require a continuum of care. There have been attenpta to addreaa 
thia need, auch aa \ he creation of EPSDT. But thaae ahould be 
comprehensive aaaeaanent of the adequacy of Medicaid 'a coverage 
of the needa of children* diatinct fro* the elderly. 

e Bow ahould we re-define the private aa well aa 
public aector reaponaibilitiea for tha health cara inauranca of 
our children? More than 11 nil lion children are uninaured 
despite tha fact they have at leaat one employed parent. At a 
minimum, we should expect our private health care financing 
system to provide baaic and catastrophic care for the faniliea of 
tha employed. We hope the Committee will explore waya in which 
federal tax policy can be reviaed to encourage broader private 
aector reaponaiblity for children' a" health care inauranca. 

Mr. Chairman, I want to aay again how much I appreciate the 
opportunity to testify before you. I would be happy to anawer 
any questions the Committee may have or to provide additional 
material for the record. 
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» , t Testimony of The 

*L H V rn%1 and Child ««ith Programs 
Before tha Senate Finance Subcommittee 
on Health 



on 



The Maternal and Child Health Block Grant 
and Other Natters Pending 

Presentee by: 
William h. Hollinshead, in, M .D., m.P.H. 



Mr, Chairman and Distinguished Members of this Subcoasmitteet 

The Association of Maternal and Child Health Programs 
(AMCHP) is pleased to have this opportunity to present testimony 
concerning the catastrophic care, Medicaid and infant mortality 
initiatives before the Congress. T he members of AMCHP are the 
Directors of State and Territorial Maternal and Child Health 
Programs. The MCH Directors manage Title V programs and 
coordinate with other health, social service and. educational 
programs to improve the health and well-being of children ana 
parents. Leadership for the Association is provided by four 
Officers and ten Councillors who are representative of the State 
MCH Directors from all regions of the country. 

There are several proposals now before this Committee 
that the Association urges you to adopt. Before discussing these 
needed reforms, however, allow us briefly to describe the current 
situation from the perspective of MCH Directors. Simply stated, 
despite our efforts and those of our colleagues, America is not 
the safest or healthiest place to be born or brought up in the 
1980's. 

We have insufficient or incomplete prenatal care for many 
of our highest risk mothers. We have far too many babies born too 
early or too small, we have death and disease rates in early 
childhood that are much too high, we have an excescive number of 
unwanted pregnancies, especially among teens. We do not have 
the proper vehicle to promote health care, safety, and long-term 
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healthy lifestyles for children through day cart, tht echoole, and 
other coaaninity re source a acceesible to young families. Moreover, 
moat of thaaa problems ara magnified for families raising children 
who have special health care needs. 

Many of theaa problema stem from a bar ic lack of aocial 
policy. We at and a Ion* among the developed democracies in our 
lack of a coherent family aupport policy or program* and in our 
incomplete, inconaiatent, incoherent, and increasingly 
unaffordabie arrangements for medical care. 

Our Association believes that every child should be 
assured of access to basic medical services, to preventive 
ssrvicss that will protect children's health and development, 
to specialized services as needed fcr catastrophic or chronic 
health problems, and to family support services that will allow 
parents to ao tnose things that only parents can ao well tor their 
childrsn. Our Association also knows from many years of public 
nealth experience that special health risks ana health needs often 
require the special effort of care coordination, parent support, 
and child advocacy that is sometimes called Case Management. 
Financial coverage for services is needed, but a professional 
friend is what makes basic coverage into a successful program of 
care for a family. 

State MCH agencies have a mandate to study and report on 
the health of children. There is a growing set of state reports 
on infant mortality, low birthweight, access to cars, family 
support services, pediatric chronic illness, and other important 
child health problems. Ws also hava a unique mandate to work with 
all segments of the health care system. In Utah, we worked out a 
naw and much mora effective arrangement between Maternal and Child 
Health, Medicaid, and Health Maintenance Organizations. In 
Arkansas, Maternal and Child Health and Medicaid have worked 
closely to implement presumptive eligibility reforms thereby 
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extending coverage to many families in need, and expanding the 
services available. 

Title V maternal and child health agencies have a special 
responsibility to ensure health services for the poor, the poorly 
educated, minorities, and families with poor access to health care 
due to poverty, cultural barriers, and geographical isolation. We 
nave a long history of programs for families facing tie challenge 
of raising children with serious chronic or ensealing disease. 

Despite the recent gaps in numan service programs, there 
has been progress m a few areas, and we have patched many ot the 
holes in care. In primary care, we have encouraged new options 
for Medicaid coverage of the poor— options which are now being 
adopted by many states to improve* coverar- of both mothers 
and children. But Medicaid still does not include a large 
proportion of low income families with no insurance, and so a 
growing number of states have developed and funded state prenatal 
care coverage plans to fill part of this remaining gap. 

Title V agencies have also pioneered a variety of 
initiatives to strengthen community clinics ana improve programs 
for school age children, often working jointly with state chapters 
of the American Academy of Pediatrics. These efforts are • 
strengthened by the appropriation of new funds to implement lest 
year's amendments to the Title V authorization which places 
special emphasis on primary care activities. 

The Title V Directors are uniquely equipped to meet the 
challenges of caring tor chronically ill children. The long-term 
human and financial benefits of family-centered, community based 
approaches to the care of children who might otherwise live in 
institutions has been a strong theme in maternal and child health 
of the 19Bu's. Nearly every state has unaertaken substantial new 
efforts in family support services, case management, and 
comprehensive care through its Title V agencies. These efforts 
will be strengthened with the recent increase in Title V 
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appropriations. Title V agencies are also at the heart of making 
expanded early intervention and education for the handicapped 
programs work for young families with children at biological or 
environmental risk. 

What are the common theires we see in many states' recent 
experience? First, health care coverage is weakest for young 
families with children. Many eligible families are not enrolled 
in Medicaid, and most low income families are still not eligible. 
Our current system does not cover a lot of the services that make 
the most difference to positive outcomes— education, family 
support, respite, and home care services. Current reimbursement 
levels also do not meet costs, especially for preventive services. 
We can confirm that very few providers get rich caring fo: young 
families. Even fewer find much financial rewara in caring for 
poor children. 

One promising step towards addressing these issues is the 
recent creation of the National Commission to Prevent Infant 
Mortality. I appreciate the opportunity to serve witn sue*, 
distinguished members as Senator Lawton Chiles (the Commission 
Chairmen) , Senator David Durenberger, Dr. Otis bowen, Secretary of 
HHS, other representatives of federal and state governments, and 
notable maternal and child health experts. 

established on July 1 of this year, the Commission has 
been charged by Congress with putting together a national strategy 
for reducing and preventing infant mortality in this country, and 
a report to Congress and the President is due within one year. To 
accomplish its work, the Commission will be holding public 
hearings around the country to bring the problem and proposed 
solutions to the attention of public policymakers and private 
sector leaders, we will place emphasis on proposed solutions 
because even though we do not have all the answers, we do know a 
good deal about what causes infants to die and what can be done to 
prevent many of these deaths. If a mother receives comprehensive, 
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high quality pranatal.cara, started aarly in har pregnancy/ aha 
haa a »uch bsttar chares of having a haalthy baby than if aha gats 
lata or no pranatal cara. 

Tha Commission will hold haaringa on tna rola of tha 
community, tha rola of tha madia, trxa tha rola of fadaral and 
at#"a govarnmanta in raducing infant mortality, as wall aa a 
haaring on international comparisons. Tha commiaaion will alao ba 
an'-yting racommandations that hava baan aada in numaroua national 
and ragional stud las and raporta, and hopaa to ayotlight tha moat 
affactiva programs that our atataa and localitias ara offariny. 

Turning now to immadiata solutions, thara ara a variaty 
of lagislativa proposals panding which tha Aaaociation strongly 
anaorsaa aa ahort-tarm improvamanta to a global problam. 



Tha tarn •cataatrophic* in tha haalth cara fiald is 
ralativa. Any madical bill is catastrophic to a family who cannot 
afford to pay for a normal off ica viait. Providing adaquata 
inauranca to a.icouraga comprahansiva cara for all childran ia tha 
long-ranga aolution. Howavar. ona problam damanding immadiata 
attantion ia tha lack of protaction for thoaa uninaurad familiaa 
with childran who hava incurrad substantial madical axpansas. 

On July 23, 1987, Sanator Chafaa introducad S. 1537. 
Thia lagialation would authorisa a total of $500 million to ba 
placad into a cftildron's cataatrophic fund, of which $3/5 million 
would ba availabla to raliava familiaa with an infant who has 
accumulated mora than $50, 000 in*madical t>iiia during tha firat 
yaar of lifa. Tha raraaining $125 million would halp support tha 
provision by Titla V prograaa of cara managamant for any child 
with anticipatad annual madical axpanaaa exceeding $5,000. 



Sinca ita incaption in 1965, Madicaid has ext-mced haalth 
covaraga primarily to families who racaiva AFDC or SSI. Reforms 
racantly anactad in tha Conaolidatad Omnibus Budgwt Ra conciliation 



Cataatrophic Cara 
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Act (COBRA) and the Sixth Omnibus Budget Reconciliation Act 
(SOBHA) have provided Madicaid covaraga to many low income woman 
and chlldran who lacked emdical inauranca before, but furthar 
rafor»a ara needed. 

S.4I2 - Madicaid Infant Mortality Ame n dments 
This bill, lntroducad by Sanator Bradlay on January 29, 1907, 
would provide Madicaid banafita to poor childran and pragnant 
woman batwaan 100% and 185% of poverty. Thia lag illation would 
additionally mandate thoaa atataa that do not alraady oo to to 
extend Madicaid covaraga to childran agaa 6, 7, and 8 on a 
year-by-year baa la for thoaa childran whoaa family incomaa do not 
exceed APDC standards. It also glvaa atataa tha option of 
acealaratlng tha currently existing year-by-year phaae-in of 
children up to age 5 whose family incomaa are between APDC 
standards and the Federal poverty level. Finally, S.422 would 
give atataa the option of covering these children on a 
year-by-year basis up to age 5* 
1.1139 - Mad America Act 

Thia legialation, .introduced by Senator Chafee on May 6, 
1987, would expand Medicaid coverage in tha following wayat 

1) It would aaver Medicaid front cash benefits programs such as 
AfDC and SSI. The States would be given the option of providing 
Medicaid bene* it a to anyone with an incoma falling below the 
Federal poverty level, regardless of whether (a)he qualifies for 
AFDC or SSI programs) 

2) States woulO be given the option of allowing peraona with 
incomaa at or near tha Federal poverty level to purchaaa health 
inauranca through Medicaid) 

3) States would be able to allow peraons whose family incomes and 
resources are in excess of 200% of the Federal poverty level to 
purchaaa Medicaid banefita for a non-income adjuated premium if 
they have been excluded from private health inauranca because of a 
medical impairment or diaability. 





no 

In closing, we wish ths Committee to not. that, in 
implementing these reforms and our Title V mandate mors generally, 
*• ths MCH directors will atand firmly by ths following 
principles* 

1. These programs Must sach havs a conscious investment in 
outrsach and marketing to ths targst families, and an 
investment in education of those families, both as consumers, 
and as cars givsrs. 

2. Hatsrnal and child hsalth agsnciss will continus to work with 
our medicsl collsaguss of the Academy and ths College, and 
with others to be sure that good standards of cars ars 
devsloped and enforced in these programs. It is particularly 
difficult to assurs adequate quality of services in 
inadsquatsly funded programs. We will develop explicit 
mandates to the state health departments to establish and 
monitor appropriate standards of cars. 

3. As with sny importsnt investment, performance is the final 
measure of effective heslth programs. We believe the public 
and Congress deserve a careful accounting for these 
initiatives, we will, therefore, evaluate these programs 
promptly and candidly. 

4. Care coordination, sometimes called Case Management, is often 
the decisive factor in making new coverage work, working with 
physicians and a variety of other colleagues, State maternal 
and child health agencies have been participating i the 
coordination of care for children and young families for many 
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years. Care coordination is critical for faailiss with 
special needs children. It has provsn squally Important in 
assuring good prsnatal cars to high ri x mothers, wt bslisvs 
that cars coordination must bs dons for ths sake of be;ter 
cars and osttsr outcome— not always for short-term cost 
containment. Thsrsfors ws sndorss currsnt proposals which 
asks cars coordination a reimbursable benefit. Tit Is V 
agsnciss consider, cars coordination to bs ons of thsir most 
important responsibilities. 

Thank you for giving ths Association ths opportunity to 
testify. 
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BARBARA SHIPNUCK'S TESTIMONY 
BEFORE THB SENATE FINANCE HEALTH SUBCOMMITTEE 
ON CHZLO HEALTH PROGRAMS 



w. chairman, members of the subcommittee, my hamt is 

■MMttm WDCK AMD I AM PLEASED TO BB HERB TODAY TO PRESENT 

rmaan regarding children's health oh behalf of the matiomal 

*MOCIAT K» OF 00DMTIE8 (HACo)*. I AN A COUNTY SUPERVISOR Of 

maun county, califommxa amd the chair of haccs health and 

1DUCRTIOM STEERIMe COMMITTEE '8 SUBCOMMITTEE OH HEALTH. 

I UNDERSTAND THAT TOUR FOCUS IS OH THE MEDICAID PROGRAM AND 
«B MATERNAL AMD CHILD HEALTH BLOCK GRANT, SOCIAL SECURITY 
WW«*W UNDER THE JURISDICTION OF THE FINANCE COMMITTEE, AND ON 
PROPOSALS INTRODUCED BY SUBCOMMITTEE MEMBERS SENATORS BRADLEY, 
CHAFBE, AMD DURENBERGER. 



WE MILL LEAVE TO OTHER EXPERTS THE HEALTH STATUS AND NEEDS 
OF CHILDREN AND MILL FOCUS ON THE COUNTY'S ROLE AS SERVICE 
PROVIDER TO THIS GROUP. COUNTIES PROVIDE THE SOCIAL AND HEALTH 
CAW SAFETY NET FOR OUR RATION AND IN THB MAJORITY OF STATES 
COUNTIES HAVE A LEGAL RESPONSIBILITY TO PROVIDE SERVICES TO 
INDIGENT FAMILIES, INCLUDING CHILDREN. 

COUNTIES ARE "WHERE THE RUBBER MEETS THE ROAD" FOR 
THOUSANDS OF PERSONS UNABLE TO AFFORD HEALTH CARE SERVICES. 
WWWRE, LET ME ASSURE YOU OF MACO'S COMMITMENT AND PRIORITY 
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rat onrasxM quality health cars services to ocr rations women 
and room targeted xw these programs and odr sincere willingness 

10 W08X WITH TOO AMD THIS SUBCOMMITTEE ON THAT ISSUE. 



MACo'B POLICY POSITION ON THIS ISSUE IS CLEAR AND NB HAVE 
IN OUR COUNTY PLATFORM SIVSRAXi RBSOLOTIONS REGARDING THE NEED FOR 
ASSERTION 10 NEONATAL CARE, HEALTH CARE FOR HIGH RISK GROUPS SUCK 
AS PREGNANT WOMEN AND CHILDREN, AND THE NEED FOR LOCAL 
INVOLVEMENT IN BLOCK GRANT IMPLEMENTATION, INTERGOVERNMENTAL 
COOPERATION IN ASSURING THAT HEALTH AND MENTAL HEALTH SERVICES 
ARE PROVIDED TO THOSE IN MEED. 

IN PREPARING THIS TESTIMONY, HI SPOKE WITH COUNTY OFFICIALS 
IN SEVERAL STATES, CALIFORNIA, MONTANA, MINNESOTA, NOT YORK, AND 
NORTH CAROLINA. NE TARGETED STATES MHERE COUNTIES CONTRIBUTE 
DIRECTLY TO THE STATE MEDICAID MATCH, OR WHERE COUNTY HEALTH 
DE P AR TM E N TS HAVE STROMd PROGRAMS FOR CHILDREN'S SERVICES. 

WE WOULD LIKE TO 8"ARE WITH YOU AN UNDERSTANDING OF 

1) THE COUNTY ROLE IN HEALTH CARE SERVICE PROVISION; 

2) COUNTY EXPERIENCE WITH MEDICAID AND MATERNAL CHILD 
HEALTH SERVICE SUPPORT, ESPECIALLY EXPANDED MEDICAID 
ELIGIBILITY OPTIONS; AND 

3) OTHER ISSUES OF CONCERN IN THE AREA OF CHILDREN'S HEALTH 
CARE SERVICES INCLUDING CATASTROPHIC COST PROTECTION. 

IN FACT, WE ARE NOW WORKING ON A SURVEY OF THE ACTIVITIES 
AND PRIMARY FUNDING SOURCES OF COUNTY HEALTH DEPARTMENTS. WE ARE 
INCLUDING CHILDREN'S HEALTH CARE SERVICES AS ONE OF THE MAJOR 
CATEGORIES TO BE IDENTIFIED. WE WILL BE GLAD TO SHARE THIS 
INFORMATION WITH THE SUBCOMMITTEE WHEN IT IS AVAILABLE. 

COUNTY HOLE IN HEALTH CARE 

THE NATION'S 3,106 COUNTIES OPERATE NEARLY 1,600 COUNTY 
HEALTH DEPARTMENTS, WHICH FUND AND PROVIDE BASIC HEALTH CARE 
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OIVZCIS. UBDl AND CHILD HEALTH SERVICES ARB PROVIDED BY •• 

percent, abb nou half abb thb sou provider or sues services 
w ntn area. 



counties combine this service frovisiom role with a 

SIGNIFICANT TRAINING ABD TXACHUTO FDBCTIOB THAT IS OFTEN 
OTBELCOSBD. THERE ARB 900 CODBTT HOSPITALS IB THE COUNTRY, 
NEARLY HALF 0> ALL THE NATION'S PUBLIC HOSPITALS. THIRTY-ONE 
COUNTY HOSPITALS ARB MEMBERS OF THE AMERICAN ASSOCIATION OF 
MEDICAL SCHOOLS COUNCIL OF TBACHIBO HOSPITALS, AFFILIATED WITH 
SOME OF OCR NATION'S FINEST MEDICAL SCHOOLS. 

IN FY SS, EXCLUDING THE DOZEN OR SO LAROE CONSOLIDATED 
CITY/COUNTY MONICIPALITIBS, COUNTIES SPENT CLOSE TO $20 BILLION 
ON HEALTH CARE. COUNTY HEALTH DEPARTMENTS AND CLINICS ACCOUNTED 
FOR $4.8 BILLION, HOSPITALS FOR I9.0BILLION. MEDICAL VENDOR 
PAYMENTS WERE OVER $S00 MILLION, AND A SIGNIFICANT PROPORTION OF 
THE |S. 9 BILLION SPENT FOR "OTHER PUBLIC WELFARE" SUPPORTED 
COUNTY HEALTH FACILITIES OR NURSING HOMES. 



COUNTIES, AS YOU ENOW, ARE STATE-CREATED ENTITIES. THEIR 

FUNCTIONS, AS well as the ability to generate resources to pay 

FOR THEN, ARE PRESCRIBED BY THE STATE. THE ABILITY TO LEVY TAXES 
IB GENERAL IS A STATE AUTHORIZED FUNCTION AND TWENTY-SIX STATES 
IMPOSE SOME FORM OF TAXING LIMITATION ON COUNTIES. THE PRIMARY 
LOCAL REVENUE SOURCE FOR COUNTIES IS THE PROPERTY TAX. POLLS 
CONDUCTED BY THE U.S. ADVISORY COMMISSION ON INTERGOVERNMENTAL 
ABLATIONS (ACIR) CLEARLY SHOW THAT PROPERTY TAXES ARB THE SINGLE 
MOST UNPOPULAR TAX. IN RECENT YEARS, VARIOUS FORMS OF TAXPAYER 
BEVOLT HAS MEANT THAT PROPERTY TAXES IN PARTICULAR, AND THEREFORE 
LOCAL REVENUES IN GENERAL, HAVE BEEN SEVERELY CONSTRAINED. 
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■ items or the rising costs of providing health cars 
gj b wlom amd limitations on revenue sources amd available funds 
to pay for w with, counties over the fast decade turned 
increasingly to other oeneral revenue sources, it should coke as 

HO PTFTf TffE TO THE MEHBEES OF THIS SUBCQMNZTTEE THAT THE 
SLIMtHATIO* OF GENERAL REVENUE SHARING FUNDS DEPRIVED COUNTIES OF 
SIGNIFICANT AID IN KEBTINQ THESE REVENUE GAPS. LOS ANGELES 
COUNT* , FOR EXAMPLE, HAD USED THEIR ENTIRE $S0 MILLION REVENUE 
SHARING ALLOCATION XN 19S4 TO SUPPORT INDIGENT HEALTH CARE 

ravxcRS* 

COUN TIE S AND MEDICAID: 

I MILL FOCUS RON ON COUNTY EXPERIENCES WITH THE MEDICAID 
PROGRAM* TO A PERSON, THE OFFICIALS WITH WHOM WE SPORE SUPPORTED 
EXPANDED MEDICAID ELIGIBILITY* THIS WAS TRUE FOR THE OPTIONAL 
PROVISIONS ALLOWED LAST YEAR. I CAN GUARANTEE SIMILAR POSITIVE 
RECEPTION TO THE GREATER FLEXIBILITY ALLOWED IN THE PROPOSALS OF 
SENATORS BRADLEY ft DURENBERGER. 

CALIFORNIA t 

U N FO RTUN A TELY, I MUST REPORT THAT CALIFORNIA'S GOVERNOR 
VETOED A BILL TO ADOPT THE OPTIONAL EXPANDED MEDICAID ELIGIBILITY 
LEVELS. THIS IS PARTICULARLY UNFORTUNATE FOR MY COUNTY OF 
MONTEREY. WE HAVE A POPULATION OF 330,000 YET RUN A $340,000 
PRENATAL CARE PROGRAM, CLEAR EVIDENCE OF GREAT NEED FOR THESE 
SERVICES. THE SUBCOMMITTEE NAY BE INTERESTED TO ENOW THAT 
MONTEREY HAS THE NEXT HIGHEST RATE OF ILLEGAL ALIENS IN THE STATE 
NEXT TO LOS ANGELES COUNTY. THE MAJORITY OF THE PREGNANT WOMEN 
OF THIS GROUP ARE CONSIDERED HIGH RISK. PREGNANT WOMEN WHO ARE 
ILLEGAL ALIENS ARB ELIGIBLE FOR MEDICAID UNDER A RECENT BUDGET 
ACT! CERTAINLY AFTER BIRTH, THE BABIES THEMSELVES ARB ELIGIBLE 
FOR MEDICAID. 
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Z BOR THE FURTHER EXPANSION ALLOWED BY SENATOR BRADLEY'S 
BHA, AMD THE ENCOURAGEMENT OFFERED BY SENATOR DORENBERGER • 8 BILL 
WILL ENCOURAGE OCR GOVERNOR TO RETHINK HIS POSITION ON THIS 
ISSUE. 

NOWH CAROLINA I 

XV NORTH CAROLINA AN ADDITIONAL 16,000 PREGNANT WOMEN AND 
33,000 C HTL WEM ORDER TBS AGE OF 2 WILL BECOME ELIGIBLE UNDER 
LEGISLATION INSPIRED BY THE OPTION MADE AVAILABLE LAST YEAR. 
WIS XB A SIGNIFICANT IMPRO V EMENT IN THE NUMBERS OF LOW INCOME 
PREGNANT WOMEN AND CHILDREN WHO WILL BE SERVED BY MEDICAID. FOR 
THIS EXPANDED SERVICE CAPACITY, EFF ECT IV E OCTOBER 1, 1967, 
COUNTIES WILL CONTRIBUTE $1.9 MILLION. THIS WILL BE PART OF THE 
Wilt STATE MATCH OF $11.5 MILLION, IN ORDER TO RECEIVE $23.4 
MILLION FEDERAL DOLLARS. 

NORTH CAROLINA HAS ALSO ADOPTED THE PRESUMPTIVE ELIGIBILITY 
OPTION. OFFICIALS WITH WHOM WE SPOKE FELT IT ESPECIALLY VALUABLE 
THAT SCREENING FOR THIS COULD BE DONE DIRECTLY AT COUNTY HEALTH 
CLINICS, INSTEAD OF SOCIAL SERVICE DEPARTMENT PROCESSING. IN 
THIS WAY PREGNANT WOMEN CAN IMMEDIATELY GET NECESSARY AND 
SOMETIMES CRUCIAL SERVICES. 

MINNESOTA} 

IN MINNESOTA, THE LEGISLATURE LIKEWISE HAS INCREASED THE 
INCOME ELIGIBILITY THRESHOLD TO 133% OF THE AFDC LEVEL, ROUGHLY 
EQUIVALENT TO THE FEDERAL POVERTY LEVEL. MEDICALLY NEEDY 

anum* up to the age of ai are already covered, the county 

SHARE OF THE STATE MEDICAID MATCH IS 10%, OR 4.63 PERCENT OF 
TOTAL MEDICAID FUNDS. THUS, THE EXPANDED ELIGIBILITY WILL BE 
SUPPORTED GORING THE PHASE-IN YEAR BY $400,000 COUNTY DOLLARS. 
WIN FULLY IMPLEMENTED, COUNTIES WILL CONTRIBUTE NEARLY A MILLION 
DOLLARS TO ALX£W AN ADDITIONAL 11,300 NEEDY CHILDREN AND 6,700 
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afoc mmD mains ^legibility for medicaid assistance. 
(nam figures will he reduced somewhat because op a change in 

EARNED INCOME CALCULATION) . 

THE SOCIAL SERVICE DIRECTOR IN CASS COUNTY, IN CENTRAL 

imnmoTA, has mr enthusiastic aboot this expanded service 

AVAILABILITY. HI NOTED THAT THE MEDIAN FAMILY INCOME IN HIS 
cbwST IN $15,000 PER TEAR, MANY PERSONS CANNOT AFFORD HEALTH 
WfORANCE OR NORM FOR EMPLOYERS MHO DO NOT PROVIDE IT. THE 
AVERAGE NUMBER OF CHILDREN PER FAMILY IN CASS COUNTY IS THREE OR 



THESE COUNTY OFFICIALS RECOGNISE THAT INCREASED ELIGIBILITY 
MEANS INCREASED TOTAL COSTS AND GREATfc* TOTAL CONTRIBUTION FROM 
COUNTIES. COUNTIES ARB COMMITTED TO THE NELL-BEING OF THEIR 
YOUTH AND RECOGNISE THE WISDOM OF SUCH COOPERATIVE 
INTEROOVERNNENTAL PROGRAMS. 

fl WH M AND yWB MATERNAL * CHILD HHftlffB BLOCK fiBAHX 

THE USE OF MATERNAL AND CHILD HEALTH BLOCK GRANT MONIES BY 
CO U NT IES PROVIDES MORE INFORMATION ABOUT THE LOCAL LEVEL IMPACT 
OF FEDERAL SERVICE DOLLARS. THE COUNTIES WE CONTACTED WERE FROM 
STATES WITH STRONG COUNTY GOVERNMENT AND THEREFORE HAVE 
ESTABLISHED STRONG COUNTY HEALTH DEPARTMENTS. THIS IS THE CASE 
FOR THE MAJORITY OF STATES IN THE COUNTRY, WITH THE EXCEPTION OF 
THE NEW ENGLAND AREA. WE MENTION THIS BECAUSE COUNTY HEALTH 
DEPAR TMENTS ARE THE MOST LOGICAL LOCAL LEVEL SERVICE PROVIDER 
THROUGH WHICH TO CHANNEL FEDERAL HEALTH SERVICE DOLLARS. 
ALTHOUGH THEORETICALLY THE BLOCK GRANT ALLOWS STATES MORE 
FLEXIBILITY, THIS SAME FLEXIBILITY IS NOT ALWAYS DELEGATED TO THE 
LOCAL LEVEL. THIS 'SOMETIMES HAMPERS LOCAL LEVEL ABILITY TO 
TARGET MOST EFFICIENTLY, AND IS OF CONSIDERABLE CONCERN TO LOCAL 
OFFICIALS. IN SOME CASES, STATE STATUTE STIPULATES THAT COUNTY 

o 



128 



IUNUBD (V 
C OM TM RCBB 

state. 



wwwM o k tamnmr pro grams 
or x* part by federal dollars, in soke cases, 
negotiated by county health officers kith the 



IVBN BEFORE THE ADVENT OF FEDERAL BLOCK GRANTS, MINNESOTA 

muvuan iw own community health services program, this 

MOGRAM BlflqC GRANTED TO THE COUNTIES NUMEROUS PUBLIC HEALTH 
WWCWCOHS. PROGRAMS FOR LOW-BIRTH WEIGHT BABIES, HIGL-RISK 
MOTHERS, AND CHILDREN AND MOTHERS ON AFDC HERE ESTABLISHED. 

WHEN THE FtDERAL MATERNAL AND CHILD HEALTH BLOCK GRANT MAS 
FIRST ESTABLISHED, HOWEVER THE MONIES DID NOT MOVE BEYOND THE 
MASS LEVEL. COUNTIES JOINED IN A COALITION TO INSIST ON MAKING 
*BB BUCK GRANT FUNDS AVAILABLE FOR SERVICES. THE RESULTING 

*■ ™ <»» ran® OF THE FEDERAL BLOCK GRANT, OR THIS 
ttAR SOME $2,S-3 WLLIOH, IS USED BY MINNESOTA COUNTIES FOR 
•INVICRS TO MOTHERS AND CHILDREN. 

BOMB COUNTIES ARE ABLE TO SUPPLEMENT THIS, ALTHOUGH THE 
CAPACITY TO DO SO VARIES. HENNEPIN COUNTY (MINNEAPOLIS) ADDS AN 
ADDITIONAL ISO 0,000 TO RESULT IN $1.2 MILLION SUPPORT FOR 
MATERNAL AND CHILD HEALTH SERVICES. 

IN LIKE MANNER, HENNEPIN USES SOME OF THIS MONEY TO FUND 
LOCAL PROGRAMS WHERE IT ACTS AS A STIMULUS TO ATTRACT OTHER 
PRIVATE SUPPORT. SOME 18-20% OF HENNEPIN'S MATERNAL CHILD HEALTH 
MONEY IS USED IN THIS WAY TO LEVERAGE BROADER COMMUNITY ACTIVITY. 

IN CALIFORNIA, COUNTIES DO NOT GET A LARGE AMOUNT OF MONEY 
FROM THE MATERNAL AND CHILD HEALTH BLOCK GRANT. IN MONTEREY 
COUNTY, FOR EXAMPLE, $16,000 IS A SMALL SUPPLEMENT TO OTHER 
FUNDING FOR NEONATAL CARE PROGRAMS. 
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mnutk counties mpt nipL wo child health money block 
mmt money at mo wort, a lxttli lbs* tram half corns directly 

FROM SB ffUl TO FUND ANNUAL CONTRACTS WITH COUNTY COMMISSIONERS 
fQH MllWUt AUD CHILD HEALTH RELATED PROGRAMS. COUNTIES CAH 

auo on fnst uonss to contract with mbzqbborxho counties. 
-4001 imxinmvi flexibility that it especially valuable in 

0O0AL MB*. HI WOULD LIXI TO SBB CONGRESS PROMOTE MORS 

mmiLiTY un this. 

THf REMAINDER OF THE BLOCK GWWT IK MONTANA GOBS TO A 
PROGRAM FOB HANDICAPPED CHILDREN WHICH BRINGS US TO OUR LAST 
TOKO, PROPOSALS TO COVER CATASTROPHIC COSTS IHCURR1D BY 
CKZLDK£H*t HKALTH GARB. WB FIND SENATOR CHAFES '8 PROPOSAL AN 
ENCOURAGING INDICATION OF WILLINGNESS TO ADDRBS8 THIS COMPLEX AND 
SBRIOUS PROBLEM. 

aninflmc coax protection 

THBRB CAN BB NO GREATER JOY THAN TO USE OUR ADVANCED 
MEDICAL TECHNOLOGY TO CURB DISEASE AND SAVE THE LIFE OF A CHILD. 
MR ANY GREATER TRAGEDY THAN TO BE HELPLESS AND UNABLE TO RESPOND 
BECAUSE OF THE HIGH COSTS OF SUCH CARE. HARD CHOICES UNDERLIE 
THE REALITY OF THE HIGH COSTS OF INTEN8IVE MEDICAL CARE. 

NUMEROUS STATES HAVE ADDITIONAL HEALTH CARE PROGRAMS FOR 
CHILDREN THAT OFFER VALUABLE LESSONS AT THE NATIONAL LEVEL. 
ORIGINALLY THESE PROGRAMS WERE FOCUSED ON CARE FOR CRIPPLED OR 
HANDICAPPED CHILDREN BUT THEY HAVE EVOLVED TO SOME EXTENT INTO 
HEALTH GARB ASSURANCE PROGRAMS. 

THE COUNTIES WE CONTACTED PARTICIPATED IN THESE PROGRAMS TO 
VARYING DEGREES. THIS RANGED FROM NO COUNTY CONTRIBUTION AT ALL 
XM NORTH CAROLINA TO A 50% SHARE FOR ONE PROGRAM IN NEW YORK 
STATE. 
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t matron service* are available out* to loner 
xmogms imuv . » ail mm that m contacted, there are 

LIMITS OH OVER-ALL PAYMENTS* ZH ALL CASES THERE ZS STRONG 
POLITICAL SUPPORT TO RED THE LIST OF APPROVED PROCEDURES APACE 
WZ» DEVELOPMENTS » MEDICAL TREATMENT AND TECHNOLOGY* 

XV MONTANA, $$50 THOUSAND OP THE MATERNAL AND CHILD HEALTH 

BLOCK GRANT GOES TO SUCH A PROGRAM PROVIDING EVALUATION AND 

TREATM E NT FOR ALL C HIL DREN OP TO THE AGE OF It ZN FAMILIES MZTH 

ZMOQMES OP TO 1SB% OF THE POVERTY LEVEL* THE HANDICAPPED PROGRAM 

WWWnfl CONSIDERABLE ASSURANCE TO ION ZNO0ME FAMILIES ALTHOUGH 

THERE ZS A LZMZT OF $15,000 THAT CAN BR SPENT ON ANY CHILD* 

f Uril I M S M B, ZM THZS CASE THE *TATS DOES NOT RAVE A TERTIARY CARS 

ONTIR SO ZN THE CASE OF EMER GENCY CARE OR SEVERE CONDITIONS, 

V* 

CO NSIDE RABLE PONDS MOST BE SPENT TO TRANSPORT THE CHILD TO AN 

APPROPRIATE SETTING — USUALLY AS FAR AMAY AS SALT LAKE CITY OR 
SEATTLE, 

CALIFORNIA COUNTIES PARTICIPATE ON A 25-75% BASIS WITH THE 
STATE IN THE CALIFORNIA CHILDREN'S SERVICES PROGRAM* THE PURPOSE 
IS TO PROTECT FAMILIES FROM THE CATASTROPHIC COSTS ASSOCIATED 
MZTH CHIL DR EN 'S HEALTH CARE COSTS, SOME 7-9% OF THE FEDERAL 
MATERNAL AMD CHILD HEALTH BLOCK GRANT ALSO GOES TO SUPPORT THIS 
$70 MILLION PROGRAM* ELIGIBILITY IS VERY GENEROUS AND FAMILIES 
MITH ANNUAL INCOMES UP TO $40,000 ARE COVERED ALTHOUGH PAY BACK 
SCHEDULES RELATED TO FAMILY INCOME ARE USED* ALTHOUGH COUNTIES 
SHARE IN THE COSTS OF THE PROGRAM, THE DECISION MAKING CRITERIA 
USED BY COUNTY HEALTH OFFICERS ARE ADOPTED AT THE STATE LEVEL, 

NO COUNTY OFFICIAL DISPUTES THE NEED AND VALUE OF SUCH A 
PROGRAM, ALL FEAR FOR ITS COST* NEARLY ALL NEW PROCEDURES 
BECOME ELIGIBLE* COUNTIES CONTRIBUTED $17.8 MILLION IN 1987 TO 
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an point or interest about wis program is what happens 
n tn mo mm out or honey, xv momtsrsy county aixmie, rami 
ah a, ooo mmii children, xv general the program xs avatlablb 
on a raw con ran ram basis, this past year, one gasi for 
won marrow transplant amd orb for intensive neonatal cars, 
together acc0om1 jd for ovbr $900,000. when monty edms out, 
theoretically, morx money gam bb appropriated, in reality, whbm 
cn mm xs ootu the protection is gone. 

TUB XSSOB XS AM BXTRBNBLY DIFFICULT ORB. MB LOOK FORWARD 
TO PARTICIPATING IN DISCUSSIONS OM XT AS THIS SUBCOMMITTEE 
CO M TXMOBS ITS DELIBERATIONS. MB AMTXCXPAT8 CHILDREN'S HEALTH 
MILL BB INCLUDED AS FART OF SENATOR BENTS EN* S AGENDA FOR THE YEAR 
07 THE CHILD NEXT YEAR AMD MB LOOK FORWARD TO FLAYING AN ACTIVE 
ROLE XM THESE ACTIVITIES. 

THANK YOU AMD I MOULD BE HAPPY TO ANSWER ANY QUESTIONS YOU 
MAY RAVE. 



* MACO IS THE ONLY NATIONAL ORGANISATION REASSERTING COUNTY 
GOVERNMENT IN THE UNITED STATES. THROUGH ITS MEMBERSHIP, URBAN, 
SUBURBAN, AND RURAL COUNTIES JOIN TOGETHER TO BUILD EFFECTIVE, 
RESPONSIVE COUNTY GOVERNMENT. THE GOALS OF THE ORGANISATION ARE 
TOt IMPROVE COUNTY GOVERNMENT; SERVE AS THE NATIONAL SPOKESMAN 
FOR COUNTY G OV E R NMENT; ACT AS A LIAISON BETWEEN THE NATION'S 
COUNTIES AND OTHER LEVELS OF GOVERNMENT; AND ACHIEVE PUBLIC 
UNDERSTANDING OF THE RO' 5F COUNTIES IN THE FEDERAL SYSTEM. 
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American Psychiatric Associatkm 

Mml * am**, M.W., Wsammama, D.C. 3mW • lammmmm: (302) 662-60& 

*• >atricmn Psychiatric Association, a madical specialty eocitty 
ra^caaontlag mfi than 34, 000 physicians nattonwide, is pleaaed to 
'fjftj|* this testimony on child hsalth programs, with particular 

i m mantel hsalth prog rami. while childrso with mantel health 
Mt covered by s wide range of fmderally funded programs, 
oaveragr varies and aocees to ths services amy bs impeded due to lack 
.m* coordination and othsr problems. AUVs testimony tbeusms on 
estimates of ths ouster of children with mantel dieordera, currant 
ai*milahlm funding for childran with mtntal disorders and options for 
addressing future needs. 



estimates of Urn ismter of childran u.Ar 16 years of age who havt 
■ante! hsalth problasm range from 5 % to IS % of ths population, it* 
Oongmrtonal Of ties of technology nassiamini s Pscsster 1966 
background papar on Children's ISintaj ma»i»i». Problems and aarvicaa 
sttlsmted that between 12 parcant and 15 parcant or between 7.5 eiUion 
and 9.5 million of tha approKiaataly 63 million 0.8. childran inter tha 
•cm of 16 suf far from mantal diaordara that warrant intervention, but 
loss than 1 parcant of our childran racsiva traatsmnt in a hospital or 
raaidantial traatsmnt facility and approximately 5 parcant o * million 
childran racsiva outpatiant mtntal hsalth traatmant. 

In addition to childran who hava diagmabla mtntal diaordara, cartain 
snvironmtntal risk factors such as poverty, divorce, alchoholic 
: rants, and child abuse say placm childran at risk and may require 
•arly intervention. Xdantification of childran' a mtntal haalth 
problasm ie r * mora difficult than with adults* Oaspits problasm 
associated with tha reaearch on childran'a mantal haalth problams and 
O 



*€peeklve I nil— ill (Halted reeeerr*) not — thodological ly rigorous), 
tj* ftsajceootonal OCflot of lechnol *y AsMaonant (om> concluded that 
V UaalanH is better than no ti aataent and that there it substantial 
nvaeVnee for the effoctivenees of tany specific tieatnante." 

Despite the nwneroua scudlaa that hm identified aeny chlldran with 
. eantel eUeocdere, tha exact maters within tha population who nasd 
snatel health eervices hava not baan adequately detemined. 
Sfpropriata atudiaa of tha prevalence of thoee disordars still nasd to 
ha conducted. 

Iwwscnl fwncttaa of service Delivery to childran with aonfcal dlaocdara 

Hm aajor Maral progress affect: tha dalivary of aantal haalth 
aervicee to childran indudat tha Alchohol, Drug Abuaa and Rental 
■aalth (MR) block grant program, third party paynent p cogre ns such as 
Rodiceid, nasUcara and annus (Civilian Bsalth and Radical Program of 
tha uniformed Sarvicas); nantal Bsalth aarvicaa provided under tha 
aducation for All Han dica pped Children Act (PL 94-142) j and CM8F 
(Child Adolescent Service Systr?) funded through tha Rational Institute 
of Rantel Rsalth (Mim) . 

tha proportion of expenditures spscifically for childran' s nantal 
haalth naada through thaaa prograna is difficult to determine, but ona 
study of State Rantel Haalth Aganciaa (Mfta) conducted by tha Rational 
Association of State Rantel Rsalth Program Director a found in 19S3 that 
71 or $9 par capita was spent on children* nantal haalth services 
versus 451 or $22 per capita on adult nantal health servicee. 

Runtroua Presidential Coaniasions and private coanissions since the 
beginning of this century hava specifically dealt with the need for new 
pcograan for nentelly disturbed children including the white Roues 
Conference on Childran (1909), tha Joint Coanission on Rental Health 
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°* <**Mnm tht ftojtct orv tl* Classification of txcaptional 

aaMt,a <*?Wt «t fraaidtatlal amittion on fttntal Htalth and iU 
tocos on infants, Oiildrao, and AAOtactnta (1971), atltct Nwl 
ft* tho VNHU0R of Child Htalth (1911), ltortt.tr/Childrtn' • otftntt 
fm* Sumy of ttata Hantal Htalth Program (1961, 1962). All of t*»tt 
mparts oantinua to point to tht dttrth of wtll-coordinatad ttrvictt 
pcovidad to oaotally Ul ehildrtn and tht ntod for sort availablt 
•arvicaa for this population. Ooocdinttloo of ttrvlct dtlivtry it t 
particular pcobltti btoauat of tht ovtrlty snd ovtrlapping 
roapo n albllititt of tht htalth ctrt systan, tht tductti Mai tysttn and 
tht tocitl walfart tysttn. 

Undtr tht ADM block grtnt (PL 97-035), funds art prcvidtd to tht tUttt 
for provision of nantal httlth ttrvictt. Hit proportion of thttt fundt 
aptcifically allocatad for ehildrtn it not known btcautt tht block 
front it ttptnttd with tptcific fundt for alchohol, dmg abust, and 
ntntal httlth program, and tht ptrctntam of block grant fundt 
allocated to mntal htalth ttrvictt difftrt among tht statts. it it 
alto unknown which of tht thrtt catagoriaa of pronto* hat tptcif ically 
allocatad fundt for ehildrtn ttrvictt. In addition, although tht 
original Community Ntntal Htalth Otnttrt Act of 1963 rtquirtd thttt 
ctnttra to tptcif ically rtport on fundt tptnt on ehildrtn, this 
rtporting atchaniam it no longtr tptcificaUy rtquirtd. Sinct OfJCa 
rtctivt tht bulk of atntal htalth fundt but art not rtquirtd to providt 
a ctrtain ltvtl of ttrvlct to ehildrtn or to rtport on how much it 
tptnt on ehildrtn (dttpitt tptcific rtquirtmntt for providing 
tptcialiatd outpatitnt ehildrtn* sttvictt), littlt can bt known about 
actual •iqptnditurtt. Tht 1965 ADM block grant howtvtr did rtquirt a 10 
ptrctnt tat aaidt for chlldrtns' ttrvictt. This tntii* ttt aaidt nay 
howtvtr bt no sort than 20 million dollars nationwidt-not a grtat dtal 
of aonty to mttt tht txttnsivt nttdt of tht child population. 

in 196S Medicaid ttrvtd 11 million dtptndtnt ehildrtn undtr tht aga of 
of ntntal htalth ttrvictt prcvidtd to this group it 




A QPO raport on this isaua is achadulad to bt ralaaaad by tha 
ftp yan*. **ila tha actual omit of aantal haalth aarvioaa 
t^ Piiiojid sliflbU childran is unknown, tha Hadicaid progran 
provldaa oawacaaa lor a wida variaty of aortal liaalth aarvioaa. 

of SSi-ralated childran, IMicaid ia a significant 



of inaUtuticnal c*ra. Mandatory Hadiclad aarvioaa indudat 



| iapatiaat hospitalisation, outpatiant hoapital aarvioaa including day 

I i • traataant and othar fdraa of partial hoapital isation, phyaiclana 

| (including paychiatrists) aarvioaa, and larly and Par iodic, Scraaning, 

Diagnosis and traataant program aarvioaa (08DT). optional aarvioaa 
to ineludai pcaaeription drugs, caaa aanagsaant, clinic aarvicaa 

%\ (including ooaaunity aantal haalth paychologiata and aocial workar 

f- * 

$ aarvioaa, inpaUant paychiatric faci litis*, intaraadiata cara 

P 

I facilitias for tha aantally raUrdad and davalopaantally diaablad 
I (1CP/9JMD), and othar hoaa and coaaanity-baaad aarvioaa approvad 

it 1 

f through tha valvar progran. An axpanaion of aligibility undsr Hadicaid 
p in 1914 did not (pacifically raquira aantal haalth aarvicaa or 

aaaaaaasnt for childran, but a 1986 provision allowing caaa aanagsaant 
ao that childran could hava accaaa to naadad aarvicaa aay prova 
bansficial to aantally ill childran. But low financial aligibility 
email, and wida variations in aligibility criteria and tha axtant of 
j, covaraga aarog tha states liait tha potential of Hadicaid aa a payar of 
aarvicaa. Although aora than half of tha states offar potentially 
ununited covaraga of aany aarvicaa, soaa states provids as litttla as 
$450 par yaar or aa f aw aa 12 visits for outpatiant aarvicaa. As 
aantionsd pravioualy, tha GM> raport analysing Hadicaid provision of 
aantal haalth aarvicaa aay shad furthar light on this isavi. 

Had! cara covara soaa (but vary faw) aantally diaablad childran but 
baara apacial iaportant bacauaa aany states hava adopted asdicara rults 
for payaant. tha Iducation for all Handicappad Childran Act (PL 
\ 94-142) providaa a fraa appropriate aducaticn and related aarvicaa to 
t all nandicappad childran tha Padsral Oovarnaant providas a aaall amount 
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of wa«y te to ftrovrw ^ aantal haalth aarvlcaa ara not always 
nml^iri iMt oC •ttlatad atnricasV onto providas a wlda ranoa 
of aaorioaa for ehildran, but In recant yeara he* cutback on mm of 



previously coordination of aarvicas is always a prohlea, 
but for children with eewere chronic probleee tha state Cosprefeenaive 
HenUl uaalth Service* Act of 1966 and tha Child and Adolescent Service 
Frooraa (CM8P) fundad through mm assist in coordination. 



fisepite childrans' extensive naads for aantal haalth and othar haalth 
serviosa tha currant systsaa of haalth and aantal haalth cars hava aany 
ftp*. APA hopaa tha Oongrees* will addraaa vary cart fully aarvica and 
oovaraoa naads of our ehildran. Prevention of aantal diaordars and 
appropriate cover*** is abaolutaly essential. 
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